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PART ONE

PROLOGUE



ERI

PROLOGUE

One of the most conspicuous and indeed alarming features of modern
life is the rapid growth, proliferation, and diffusion of knowledge in every
area of human endeavour. This is having an impact &pon individuals and social
institutions more profound than one can conceive or readily accept. It is |
producing changes that erode cherished myths aboug education which destroys
personal and institutional secﬁrity.

Individuals can no longer enjoy.the security that is based on levels
of educational attainment for new knowledge quickiy makes past learning
obsolete. The higher the original level of educational achievement, the more
quickly obsolescence occurs; consequently, the several professions are more
significantly threatened by change. At the same time, the accepted roles of
socigl institutions are undermined. As new kﬁowledge permeates all segments
of society it alters the function and purpose of each institution in its
relationship to others and to society in general. The firmly entrenched insti-
tutions are most threatened since their security is based on traditional
responses to problems which new knowledge has made obsolete.

To survive in a changing world, both individuals and institutions must
continue to learn. Such learning does occur but as DeCrow* has noted, much
of it

| ...ié happening unintentionally, largely unobserved, and without

the slightest conscious direction. It is happening of necessity,

almost as a reflex motion of a society grappling with social forces

which are remoulding a nation to confront the challenges of a rapidly
changing world.

(C R. DeCrow, "The Scope of Continuing Education.", Contiruing Education

mErgJanuary, 1969) pp. 5 & 9.



But learning cannot be left to chance and without "...the slightest
conscious direction.' There is too much to be learned, too little time to
learn it in, and' too many districtior' in the work-a-day world to ensure
that the learning required will ‘o ac d. In the pést, such learning
to keep abreast of new'knowiedge was Luought .to be an individual responsi-
bility but few individuals accgpted that responsibility so that the majority
becamé obsolete and dysfunctional in a changing socieiy. Consequently, it
is becoming increasingly obvious that continuous learning is a responsibility
that must be shared by botﬁ individuals and by society.

Some individuals and institutions have accépted this reSponsibiiiEy
for continuing education more readily than have others and over a longer
period of time. Adult educationlhas been an ihtegral part. of society for
centuries but for the most part it has existed outside the imstitutional
structure as an activity'of individuals concerned about their own personal
need for systematic learning opportunities or with a philanthropic conéern
for the needs of others. It is only within the past century that educaticnal
institutions have begun to accept alresponsibility for continuing education
but not yet to.the extent that. it helps shape ﬁhe self-image of the insti-
tutional role and function iﬁ society. At the moment, adult education is
still iargely a marginal activity.

The several health professions are just now becoming aware of their
role in and responsibility for the continuing education of their members.
For the most part this h?s been forced on them and accepted with some
reluctance through fear ;fllosing control of their own destiny to other
forces in society. In implementing thisinewer responsibility the health

professions have not modified their traditional perceptions of learning




and education in light of new scientific knowledge about adult education
so that their continuing education programs do not usually achieve the

learning and changes in behavior necessary for improved patient care.

_ A ' Luf‘ESSIONS

.The scientific and socio-economic factors accéntuating the need
'fér cqntinuing edpcation in the health professioﬁs has been well doéumented
in many health manpower reports and by numerous leaders in the health
fielé. Research is producing new knowledge in the health field at an un-
reléntiné pace. Science has made massive strides in the understanding,
" cure,.and prevention of ill health so that life expectancy has been increased
two—-fold. At the same time, it has become increasingly apparent that new
and better means must be found to hasten the application of new knowledge
for the improvement of health care. |

An increasingly informed public aware of new discoveries and de-
manding them has accentuated the need to hasten the spread and use of knowl-
edge.. Higher education and income 1eve13, as well as expanded coverage by
health insurance schemes is shifting the role of the consumer as 'patient'’
to that of ‘buyer' thereby strengthening his position to demand more and
better health services. A growing egalitarianism now views health és a
basic human right which should be readily available to all with equal
quality.

In response to the changing nature of public expectations, univer-

sities and professional associations, joined by health service agencies and




institutions, are attemnting to prevent obsolesceﬁce by increasing their
involvement in continuing education. Although some interest and activity
in continuous learning has iong veen the concern of some individual mem-
bers of the health professions, it is 6n1y within the past decade that
professional groups have concentrat.d iheir attention upon the provision
of systematic educatioqal opportunities for all in the professions.

Io spite of this rapidly growing interest and concern it is
evérywhere apparent that continuing education is a responsibility not
yet discharged satisfactorily or adequately at all levels. Moreoye;, as
noted by Houle*:

« . .€Ven more disconcerfing is the expression of a growing public

hostility toward the several professions because of the alleged

incompetence or self-satisfaction of their individual members,
faults which better continuing professional education might have
helped to prevent.

Although the case is‘ndt-clear, the §iew is expressed widely that
continuing education in the health sciences suffers from a lack of clear
purpose, an absence of professional interest, and incompetence in the-
provision-and conduct of educational activities. There is also widespread
the impression that programs are gg_hgg or piecemeal instead of continuing,
and designed along the traditional lines of youth education rather than'
taking into account that the potential participants are adults.

Whatever the crux of the problem, the general consensus is that

present programs have many shortcomings and that newer and more effective

approaches must be found. Recent government reports recommending that

* C.0. Houle, "To Learn the Future". Medical Clinics of North America,
54: 5-~17, (January 1970). ‘



"...professional associations explore the means whereby continuing ed-

ucation could be made a condition for practice..." have added a new

sense of urgency to the task.

NEW DIRECTIONS

!

At presegt, programs for continuing education in the health
professions are constructed largely on the model of academic pre—pré-
feséional education which is controlled exclusively by subject matter
and conducted primarily to disseminate information. This apprdach to
vlearning stems from the prior educational experience of those planning
the program as they generally lack sufficient knowledge about adult
learning and instruction to éo otherwise. Fufthérmore, as a result of
their prior experiane'in pre-professional educétion, those for whom
programs are planned resist educational activities that violate tradi-
tional conceptions regardless of their efficacy for learning. Since the
traditional approach to edupation is not fulfilling the need, continuing
education for health professionals must seek ﬁew directions. ‘

! In order to design new directions, it is necessary to examine
existing activities in continuing =ducation. This review, therefore, is
a summary and analysis of the literature on continuing educétion in the
health érofessions from 1960 to 1970 in order to provide a basis to seek
'new directions. By studying existing patterns of education for the pro-

fessions it will be possible to avoid earlier mistakes and profit from

prior experierces in designing functiomal educational programs.



- CLARIFICATION OF TERMS

The term continuing education has been defined in various ways

in the health sciences. Some definitions are broad and encompass all
education following the completion of pre-professional programs in under-
graduate study. In other cases, the term is defined in a very restrictive
sense to apply only to short refresher-type courses. -Stil} others use

the term as a synonym of adult education to inciude all 1earning activities
which contribute to personal growth and development.

5

\ As used in this review, continuing education includes any edu-

\\cational activity fdr health professionals '"...through which opportunities
}pr;systematic learning are provided". 'Thus, any ﬁlannéd learning experi~
eﬁ:e is included in this term and these range from formal courses through
coﬂferences, conventions, institutes,-or workshops, to clinical trainee-
shipiso long as they are conducted for practising professionals and are

\
systematic learning activities.

Instructional deQices such as recordings, filﬁs, televiéion, radio
or progéammed instruction are also included in this review where appropriate.
" For the most part such deviqes are used principally as information sources,
tp aid in self-instruction, Br as ways of extending the range pf an instruc-
tor to include widely dispersed participants.
The terms course an& program are used interchangeably in this

revie&'and refer to those learning activities which are designed to achieve

specific instructional objectives within a specified period of time.




Thus, a program may consist of a single instru¢tiona1 event such as an
evening meeting or a one day institute, or it may be a sequential series
of events océurring regularly over a period of time.

The r=rms method and technique are generally used interchangeably
in the literature without specification. .A method is a way.of organizing
the participants for the purpose o% conducting a learning activity and may
‘include correspondence study, classes, worksheps, ward rounds, or clinical
trzineeships. A technique, on the other hand, identifies the ‘behaviors
that occur in the imstructional situation which are intended to help the
participant lea;n and includes such things as the lecture, panel, symposium,
discussion, demonstration and similar actioms.

Learniﬁg is used here to identify the process through which an
individual acquires a new capability thait is a more or less permanent
change in behavior resulting from experiencé'sumh as acquiring new informa-
'tion, a ﬁew'skill, or an attitude.

The term instrmction is used to identify the action of an agent

who designs and manages a learning activity in order tc achieve greater

success in learning.

LIMITATIONS

This review is primarily concerned with basic program development
for continuing education Im the health professions. Most of the literature
reviewed has been descriptive in nature covering a single program or a survey:

of program activities. There hLas been very 1i¥tle done in the way of sub—



stantive research and such as is available of. »n fails to satisfy the
rigorous canons of social science so that there is little validity or
reliability in the data or conclusions presented. Perhaps if it accom-
plishes no other useful purpose, this reviewrmay spur the several pro-
fessions to engage in research that is functional in answering the many

p-oblems identified in the literature.



PART TWO

CONTINUING EDUCATION IN MEDICINE




-CHAPTER I

THE PROFESSION AND CONTINUING EDUCATION

In keeping with the rapidly changing naturé of science and society,
medicine has undergone, and continues to undergo many changes, all of which
must be reflected in education at all levels. In both Canada and the United
States the number of active physicians has been increased over the past -
few decades, but this is offset by the fact that the number of patients
seeking medical care has increased proportionately (171) (243). Moreover,
despite the immigration of foreigh doctors to maiﬁtain what is consideréd
to be an optimum physician/popuiation ratio, unequal distribution and
utilization of physicians has created a disparity between demand and supply

(171). . | o

PHYSICIAN COMPOSITION AND DISTRIBUTION
/ .

An analysis of medical manpower in the United States reveals that
the number of physicians employed in teaching, research, administration, and
othef activities unrelated to direct patient care, has been increasing,in
recent decades while the number in private practice is declining (171).

Changes in the pattern of providing medical care have also occurred

within private practice. In the United States, the number of general prac-

titioners*ﬂeclined from roughly 50 percent of the total number of physicians

* As used in this stmdy, "General Practitioner" refers to those M.D.'s with
no specialty training and/or those with some specialty training, but who
O _not -board certified, and who do not limit their practice to a single field.




in 1959, to approximately 31 percent in 1967. Current information on
ph&sician manpower in Canada reveals a similar trend. Whereas in 1965
the percentage of physicians in general practice was 67 percent, in 1968
the figure had dropped to approximately'SA percent (243).

| Since some of the services formerly provided by general prac—
titionefs are beilng redistributed among the specialties, and other health
workers (92) (134) (195), the'implications of this chénging pattern are
not clear. Nevertheless, most reports stress the growing concern of both
the public and the medical profession oﬁer the declining numbers of phy-
sicians in general practice,. and many authors (96) (195) (2575 reiterate
the recommendation: of the Millis report (163), that a new type of general-
ist be prepared who has graduate training in family medicine.

Of equal concern are the wide regional differences in the supply of
physicians in relafion to population. Doctors tend to concentrate in the
larger urban areas and it is estimated that over one half of all doctors
are presently practising in communities with populations in excess of
100,000 (257). This disproportionate distribgtion is-also found at the
state and provincial levels, varying directly with the per capita iﬁcome
and the proportion of the population in urban communities. Thus, while the
physician/pépulation ratio in Canada in 1971 was 1:723, British Columbia
has the most favourable ratio of 1:638, followed by Ontario with 1:;17,
and Newfquﬁdland with the least favourable ratio of 1:1,199.

Work Patterns:

A number of recent surveys (127, 232, 242, 257) disclose that™

physicians average a 56 to 63 hour work week, of which roughly 80 percent




is spent in direct patient care. The remaining 20 percent or less of the
physician's time is spent in office administration, continuing education,
medical society and hospital meetings, research and/or teaching. Contrary
to the popular belief that office practice is decreasing, studies reveal
that physicians average more than twice as many pafient-physician contacts
through office visits than they do through hospital visits (16, 127, 242).
While generalizations cannot be made from the limited data provided, most
authors agree with Somers (232) that "One limit in the doctor's prod;ct—
ivity we have almost surely reached...the number of hours that he can be
expected to work."

Changing Patterns of Practice:

Group practice, which brings together general practitiéners and
specialists who can share thei: expertise, facilities, and the services
of supporting personnel, is a logical &eVelopment to offset the frag-

-mentation of care resulting from increased specialization (163). Such
arrangements should also lead to the sharing of on call time, thus lessening
the lengthy work week of physicians to some degree. Despite these ad-
vantages, the adoption of group practice has bgen'reiatively slow in both
Canada aﬂd'the Unifed States (195) (232). Moreover, there is no con~
clusive'evidegce that group practice does in fact improve the efficiency
or effectiveness of medical care (171);

.On the other hand, the major developﬁent in the organization of
medical practice has been the trend toward hospital based services (232).
Wighout elaborating on the natpre of this tfend,‘it is wdrth noting that

there has been an increasing nﬁmber of articles and reports reflecting the




growing internal as well as external contradictions of the medical care
system. There are many comments about the inequities in hospital priv-
ileges, interprofessional stresses and strains, and the soaring costs of
hognital care (183) (196) (232) (243). Furthermore, .: (as been said that
the hospital system is more producer than consume: #r2enwed, and that it
has been so busy "keeping in step with medical adva.ces, that it has lost
step with the medical needs of the community" (232) (252).

The charge is heard increasingly that while medical science now
has the knowledge and technology to promcte effective "health medicine",
the bulk of medical practice is disease or cure oriented (195) (243).

As indicated by the Task Force on Health. .Gosts in Canada (243) '"more than
95 percent of health costs are spent on hospital and medical care services,
the treatment component, while public health and the preventive aspects
constitute less than 5 percent."

The Report of the Committee on the Healing Arts (195) defines the

. problem in concrete terms:

This is not the fault of the individual practitioners: most are

already overworked in providing curative services. It is the

fault rather, of a health system in which medical schools have
failed to emphasize preventive health...and in which the rewards
in income and professional status are relatively lower in this

- type of work than for other aspects of medical practice. Further-

more, and more importantly, the system is ill organized for the

provision of comprehensive health care...The medical technology

is now divided among poorly co-ordinated groupings of practi-

tioners and agencies, specialists, general practitioners, hos-

pitals, community services, and public health agencies.

The issues and problems of the medical care system are énormously
complex and will not soon be resolved. At the same time, as noted by

Storey (237) "any attempt to'improve medical practice through continuing

education must take into account the existing syStem, and relate effective

e%ucation to that system."
©




NEED FOR CONTINUING EDUCATION

Three discrete phases of education are distinguishable in the
field of medicine: undergrédua;e education leading to the M.D. degree;
graduate education covering the interneship, residency, or other full
time study leading to advanced academic degrees or medical specialties;
and continuing educatioﬁ, comprising those activities 'engaged in by
practising physicians '"both to refresh the individual in various aspects
of his basic medical education, and to inform him of new developments
in his own and related fields of medical practice, but which do not
lead to any formal advanced standing in the profession'" (51). This
third phase, frequéntly referred to as the "last undevéloped frontier of
medical education," is the concern of this review.

The problem of keeping up with the research revolution is par-

13

ticularly acute in medicine where new developments are occurring, perhaps

more rapidly than in =ny other field. The physician is_éonfronted by ever
increasing demands of a busy practice and by the omnipresent threat of
obsolescence. Although organized medicine has invested money, manpower,
and time, in attempting to help physicians keep current, the returns from
this investment are’now being questioned. Manning (145) and others

(86, 194, 222, 275) estimate that only 10 to 25 bercent of tﬁe practising
physicians engage in continuing education despite the multitude qf
opportunities availéble to them. To what extent the quality and tech~
niques of pogtgraduate medical educatipﬁ are responsible for this

seeming .disinterest is unclear, nor 18 it known how many of those

physicians who do participate actualiy benefit frdm the programs offered.
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Although much has been written about the nature of the problem there is
insufficient reljable data to understand the problem.

Continuing education in medicine is not without its landmarks.
Indeed, most of the problems being debated and the concepts currently
considered to be new or revolutionary have been recognized and documented
in a number of studies and.imaginative reports published in the last
half century.

Early Developments:

In his historical chronology, Sheperd (227) feports that prior
to 1930, continuing medical education was largely directed toward'cor?
recting deficiencies resulting from inadequate basic medical education.
It was not until the thirties, when the last of the proprietory schools
closed and graduate specialty programs began to develop, that continuing
education came to be viewed as the necessary'third stage inthe life-long
education of the physician.' In 1930 and 1931, the University of Michigan,
Albany College, and Tufts University, initiated planning for regional
continuing medical education programs. Dr. Benjamin Horning's descrip-
tion of the early Michigan program defines precisely the concept of
regionalization advocated today (108).

The University of Michigan medical school has accepted the

principles that graduate and continuing medical education

should be decentralized and developed about the regional

and community hospitals, and that medical education channels

should extend from the medical schools out through such

hospitals to the rural physicians.

A report by the Commission on Medical Education of the American

Medical Association published in 1932 (227) noted:
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1. That the education sequence from premedical education to
retirement from practice be looked upon broadly as a single
problem, not a succession of isolated and unrelated exper-
iences.

2. That the continued education of physicians is synonymous with
good medical practice, and provislons rhould be made ultimately
whereby every physician will be able t continue his education.
The time may come when every physician may be required in tie
public interest to take continuation courses tc insure that
his practice will be kept abreast of current methods of diag-
nosis, treatment, and prevention.

3. That the problems of postgraduate medical education are
closely interwoven with those of practice and education.

The great mneed at the moment is to secure joint leadership
in a program which will embody the educational ideals and
methods of the university and the highest type of medical
practice. : :

Others repeating these admonitions and recommendations were J. H.

Upham (250) in 1937, and Rappelye (227) in 1940 who also stressed the
need for a critical re-examination of existing programs to determine.whether
they were meeting the needs of practising physicians.

A éignificant landmark in the historical -evolution of continuing

medical education was a program evaluation reported by Youmans in 1935
(280). Youmans made unannounced visits to 30 physicians who had attended
his course sevefal months earlier and by using a self-devised rating scale
for measuring the quality of medical practice, he cempared what he believed
to be each participant's‘pre—course performance against his post-course
performance. Although the small sample and crude methodology limited his
findings, the study is important because it appears to be the first attempt
at program evaluation using a research approach. Two observations by

Youmans relative to the teaching-learning process were: "...the decided

superiority of tﬁe practical over didactic teaching...It was very apparent
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that the work which dealth with'patients in the wards and in the out-
patient departments or with various tgchnical procedures of diagnosis
and treatment, were the most valuable part of the teaching,” and "The
teacher of the physician student must possess not only.knowledge but
also a sympathetic appreciation of the problems and limitations imposed
on the practitioners by a busy practice."

In 1938, the Council of Medical Education and Hospitals of the
American Medical Association conducted the first national survey to
determine the nature of existing postgraduate programs. The report of
this study revealed that circuit type courses were being used in ten
of the states visited (191). It noted thatg "Under this arrangement,
one physician or a team of physicians would spend from one to two months
in a region of the circuit and then move on to a new area" and that "in-
residence type programs were evident throughoﬁt the country...0One, two
week or longer periods of bedside instruction of limited groups with pro-
vision in medical schools and in hospitals for board and/or lodging, and
intimate instructor graduate-student reiationships charaéterize these
short term residencies". |

The most direct outcome of this report was the decision of the
American Medical Association to publish a nation-wide listing of pro-
grams of continuing education available, "both as a service to physicians
in selecting courses to attend, and as an aid to course sponsofs in
planning.programs."' While published first on a quarterly basis, it is
now published.annually as the "Annual Course Listing'. This éonstitutes

one of the major sources of information concerning the field of continuing
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medical education in ths Unissd Sta’ :s. Thus, the decade of the thirties

- saw the emergence of a ngumbar of ve:r modern ideas and several program
innovations; nevertheless, arcording o Sheperd (227), educationally
sound programs were the excep :ion rataer than the rule in terms of the
nation as a whole.

Although a setbacx ix the ewmlution of continuing medical ed-
ucation occurred with the omset of World War I1I, this is thoﬁght to
" have had some long range benefits in that it "forced the medical schools
and hospitals to re-examime their programs with respect to their quality
and quantity, and shifted the major responsibility for continuing medical
education from the professional societies where it had traditionally
belonged, to the universities and their medical schools" (168).

One major study of the early post-war which reflected a growing
concern for thg rolenof the medical school in continuing medical ed-~
ucation was the 1949 Deitrick-Berson study (45) which was a national survey
of medical school programs including continuing medical education. The
recommendations of this report related to continuing medical education
were tﬁat: 1) courses should be designed so that students can actively
participate and their performance be evaluated; 2) courses should be

_increasingly located in medical schools;.3) medical school faculties
should be increased to meet the increaging demands of postgraduate medical
educatiop; and 4) that acéurate costs should be determined.

Probably the most comprehensi;e and significant natiOnél study
on continuing medical education was that undertaken for the American

Medical Association between 1952=1955 by Vollan (256). This study
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roducers and consumers with information collected
s attendance at courses, interviews wifh more than
rams of continuing.medical education sponsored by
ns and organizations, and through a quéstionnaire
ponses from practising physicians. The major con-—
endations of this study are summarized as follows:
duate Medicald Education Lacks Direétion:
ostgraduate medical education is to develop soundly
ssential to have the major purpose clearly under-—

he specific objectives delineated, long range plans
in the goals, and effective leadership.

Practitioners are Neglected:

greatest single need in this field today is for more
ter refresher courses for general practitioners.

hould be planned specifically for them in co—operation
cal general practitioner groups.

_of Courses is not Consistent:

is largely due to undue emphasis on enrollment fig-—
phazard preparation of courses and the practical l1imit-—
that often obstruct educational ideals. This malady

v be corrected by an emphasis on: a) careful selection
lty and definite responsibility of faculty for post-

e education; b) systematic evaluation of post-graduate
¢ methods; and c¢) eventually, some form of accredita-—
ocedures may be necessary in this field.

ysicians Dc Not Continue Their Education:

best potential cure for this condition is an improve-—
the direction and quality of postgraduate courses

O attract these physicians. The other factors to be
red include: a) arranging patient coverage while the
an' is away; b) finding ways to attract the physiciang;
mple, certificate, compulsory attendance; and c)

ing the attitude and habit of lifelong learning in
ergraduate. -

an's Time is Limited:

practice of medicine generally consumes 60 hours or
week . Every effort should be made to utilize the time
sician can give to continuing medical educationm.

ERIC -

IToxt Provided by ERI
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6. Postgfaduate QOpportunities are Too Few and Maldistributed:
.+.90% of the hours are concentrated in six states and most
of these are in a few large cities...Postgraduate opportunities
should be more equitably distributed.

Emerging from Vollan's study were a number of important items,

notably a Guide Regarding Objectives and Basic Principles of Continuing

Medical Education Programs. This publication, with minor revisions, now

serves as the statement of standards for the field of continuing medical
education (65).

Other important reports that followed Vollan's study, were those -
by Darley (70), Dryer (79), and Storey (237), all of which fécussed on
a national plan for continuing medical education. Although the recommen-
dations of these reports have not been implemented, they col;ectively
offer a sound framework for the establishment of a "univaersity without

walls."



CHAPTER II

PARTICIPATION IN CONTINUING EDUCATION,

Organized systematic programs for the continuing education of
physicians are not necessarily a new developmenf but the tremendous
growth in opportunities and interest has occurred recently. As yet
there has been no definitive study of the educational activities of
physicians but there have been a number of attempts to assess the amount
of participation and the degree of physician interest. Some surveys
have attempted to involve physicians in defiping their owﬁ felt learning
needs, and as well, to solicit their opinions with regards to how these
needs might best be met. Most studigs disclose that postgraduate courses
are rated highly as a means of gaining new medical knowledge (117, 260,
256) but, at the same time, the actual extent of physician pérticipation
is not known. The oft quoted estimates of ten to twenty—fivé percent
attendance are at variance with recent surveys which suggest a more
optimistic thiriy to fifty percent éttendance rate (37, 117, 263).
Recent reports from medical schools indicate a steady increase in en-
rqllmentAfigu;es over the past several years (54). While this increase
may'not accurately distinguish thé number of individual physicians attend-
ing formal courses, it is felt that physigian participation is probably |
somewhat greater than has been generally assumed (6, 37, 50).
Nevertheless, many medical educators express concern that there

remains a hard core of physicians who never avail themselves of oppor-



tamities for postgréduate work and will not, unless attendance is made-
mamdatory (6, 263). On the other hand, polls reveal that the majority

of practitioners are of the opinion that attendance should be a voluntary
matter and "'they are concerned by the mounting pressure to make continuing
eduwrarion é condition for practice' (254, 260).

Field of Practice:

Most studies indicate that specialists devote'more time to con-—
timuing medical education than do general practitioners (42, 17;, 185, 256).
- Farther, it is reported that specialists spend approximately five percent
of their typical work week in some form of teaghing.and/or research, whereas
general practitioners are said to engage in almost no formal teaching
activities (42, 258). Vollan (256) attributed these differences, in
part, to the longer period of formal education required for specialty
practice, however, Peterson et al (185) found no significant felationShip
between the length or type of intasrneship and subsequent postgraduate
study habits. '

A recent California susey (37) found that when a dgtailed analysis
of specialty practice was undertaken, a high percentage of the dissatisfied
non-participants were foﬁnd in select specialties, notably psychiatry,
anesthesiology, neurosurgery, and other sub-specialties, while general
practitioners expreséed greater satisfaction with courses attended, énd
displayed‘greét&r in%arest in planned‘programs of continuing education.
This study revealed that some specialisﬁs, p&rticularly internists and
surgeons (other than those in general surgery) atténded courses often.

The Indiana survey (117) disclosed no significant difference in attendance

Setween generalists and specialists.



Practice Arrangements:

Although it is generally assumed that group practice encourages
participation in continuing education, research findings do not support
this assumption. At least two studies (37, 185) disclosed that while
physicians in group practice were slightly better able to artend programs
than were those in individual practice, the difference in participation
was not statistically significant. In fact, one stud& found that while
costs deterred relatively more physicians in solo practice from attending
as many programs as they would like, more respondents in group arrange-
ments said they limited their attendance because‘of difficulties in
getting away from their practices.

Storey (237) notes that whiie 37 percent of the physicians men-
tioned too many patients as an obstacle to course attendance, only 2L
percent listed the absence of a substitute physician as an obstacle.

He attributes this seeming inconsistency to the traditional North American
éoncépt of "medical care as a personalized service ﬁrovided by the private
practitioner himself, and which therefore, camnnot be easily delegated to
others."

On the other hand, a recént survey by the Canadian Medical
Assoclation (196) provides some interestiﬁg figures relative to group

' practice and continuing education. As shown in Table I;.thesé data '
suggest that group practicg promotes not only postgraduate study, but
even more important, it provides a greét variety of less formal but on- .

going opportunities for learning continuously.




TABLE I

QUALITY OF CARE PROCEDURE IN GROUPS
(Canada, 1967)

FEATURES OF GROUPS | . _ PERCENT
Total number of groups | 246 100

: Mémber selection ' 240 98
Supervision of new members 204 83
Clinical conferences 151 61
Frequent consultations ‘ 239 97

- Postgraduate study 226 92
Reference library - 160 . 65

SOURCE: Report of the Committee on the Healing Arts; Volume 3, Table
29.5; p. 171. (196) . :




Menzel, Katz, and Coleman (154) disclosed that the adoption of
new dfugs occurred on the average of two months sooner where physicians
shared offices, than where doctors practised alone. Both Cluﬁe (46) and
Peterson (185) found that physicians themselves frequently mentioned group
practice as a convenient and inexpensive means of consultation. Thus,
while group practice arrangements may not necessarily be organized to max-
imize attendance at formal courses, it appears to pro&ide.conditions con-
ducive to continuous learning;

Location of Practice:

Although physicians practising in rural areas no doubt experience
more difficulty in arranging to attend programs, an increase in the size
of the community.doeé not necessarily correlate with increased partici-
pation in continuing education. Conversely, several'studies (37, 185, 256)
reveal that physicians in smaller cities and'butlying districts attend
courses more often than do those in larger metropolitan areas,‘and, when
they do attend, they are more éatisfied than their metropolitan peers (37).
Rising et al (204) attributed the somewhat lower attendance in larger
cities to greater dependence on hospital staff meetings as well as to the
number of professional consultations available, while those in smaller
communities must depend more on course attendégce for new information and
professional contacts. Both Vollan (256) and Peterson (185) made similar
observations; however, they also found that physicians practising in the
largest cities averaggd the most hours per year in continuing education.

Years of Practice:

Age appears to be an important variable related to participatioﬁT'

) . s ’ .
[]{B:‘in continuing medical education. Both Vollan (256) and Peterson (185)

IToxt Provided by ERI



disclosed an age related pattern of participation that was charact-
erizéd by a gradual increase in the percéntage éf physicians attending
pbstgraduate courses as the number of years in practice increased

which reachned a peak in the fifth decade and declined thercafter. More
recent reports reveal a similar pattern but with younger.physicians_
averaging”more regular attendance at formal courses (37, 177). Appel
conclﬁ&;d that this trend is rélated to the realization by younger
physicians that.they cannot "coast along for the first few years in
prac;ide as could their predecessors twenty years ago".(6). Others
suggest that this trend may be due more to deficiencies in basic medical

education (15, 37).

OPINIONS AND PREFERENCES

Numerous studies have-sought some measure of attitudes about
continuing education and have attempted to identify factors in the pro-
Gision of programs which may encourage or inhibit participation. These
include such matters as fees, scheduling, instructional processes and
content. Most of these factors lie within the domain of those providing
programs, consequently the findingé from sudﬁﬂsurveys can provide clues
useful in planning.

Deterrents to Attendance:

The major obstacla to attendance is the inability to leave a busy
practice rather than gross dissatisfaction with courses attended, or lack

of available educatiomal opportdnities (34, 37, 39, 117). As might be




expected, general practitioners experience the greatést difficulty in
getting away for additional study (37, 117, 200). At the same time,
they express a greater need for it than do specialists who are more
likely to feel that ihwzy can get needed informatior through alternate
routes. One study (37) of ﬁ§n—participants revealed that 81 percent
of those physicians in surgical specialties and 60 percent invmedical
specialties indicated "'get information from other sources' as théir
primary reason_for not attending, while only 30 percent of the general
practitioners listed the same reason.i‘The primary reason for non-
participation given by this latter group was "time-committed to patients."
Other deterrents to attendance mentioned by physicians included
unsétisfactory scheduling of prégrams; costs; unsuitable subject matter
(37) (117) (197) (229); 1lack Qf awareness of courses available (39);
and, that the physician felt himself to be a&equately informed and not
in need of further study.

Fees and Stipends:

Most physicians prefer to assumeresponsibility for their own
continuing education and are not adverse to tuition fees (37) (169)
(204) (260). There is, howéver, less agreement with respect to receiv-
ing financial remuneration for course attendance. In the California
survey (37), 39 percent of the respondeﬁts'were somewhat in favour of
stipgnds, 32 percent disapproved, and the.rest were indifferent.

"~ Surgeons were least in faQbur.df financial assistance, while géﬁeral
practitioners were most in favour. In New Jersey (99), while 40 per-

cent disapproved of stipends, 11 percent approved, and 49 percent did

not respond to the question.
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Scheduling of Programs:

Physicians are overwhelmingly in favour of concentrated short
courses lasting one week or less (37) (99) (107) (233) (256) (260) (266).
Most indicate that either week-end or evening programs would be rela-
tively‘easy to attend, but express a preference for week-ends (6) (37)
(169). In two surveys practitioners gave as their fifst choice,
Wednesday or a Wednesday-Thursday combination (114) (233). With few
exceptions, they prefer‘courses held in their local communitiés (20)
(99) (117) (266) but distance is not as much of a problem as the phy-
sicians' feeling of_responsibility to his patients (185). Vollan (256)
found that two-thirdé of the physicians were willing to travel 100 miles
or more, as long as the course was a relatively short one.

Opinions differ with regards to the place of meeting. Many doctors
prefer to leave the interruptions of practice and hence give firgt pre-
ference to a university medical center (20) (192) (233), a local hotel
(6) (192), or resort areas where they can combine education with rec-
reation (37) (192). Others would like programs brought to their local
hospital (117) (200).

Long term programs are not endorsed as uniformly as are short
courses. There is some indication that physicians are becoming in-
creasingly aware of the potential worth of lengthier in-hospital typé
training programs (6) (107) (192). In one study (37), three to six
month clinical‘traineeshipé, and one to threg week Inservice programs

vere considered important by those who were familiar with them. Sim-




ilarly, in a vefy recent survey of psychiatrists (169), 38 percent
of the respondents favoured an extended intermittent course offered
over a period of from one to nine months.

Sponsors:

Specialty societies represent an important source of con-
tinuing education (425 (99) (1;7) (197). According to the California
survey (37), courses sponsored by special;y societies.wgre rated most
highly by physicians, with those by medical schools rated second.
Other agencies ranked considerably below these with.local medical so-
cieties rated last. Approximately 41 percent of the respondents
indicated a fack of familiarity with courses co-sponsored by medical
schools and hospitals, énd 38 percent were not familiar with coursés
sponsored by hospitals alonme.

In contrast, a recent Ssurvey (200) co-sponsored by the Western
Interstate Commission for Higher Education and the Mountain. State
Regional Medical Program (liereinafter referéad to as the WICHE study)

v ,

disclosed that in the mountain states, with Ehe exception of Nevada,
programs sponsored by local medical societies ranked fifstg hospital
programs second; state medical societies third; and medical schools
' fourth. Other studies also reveal (42) (263) that programs sponsored
by medical societies and national organizations are rated higher thaﬁ
those sponsored by medical schools. While these differences afé no
doubt due in part to regional variation in thé availability of pro-
zrams, Wenrich (263) suggests that it may also be related to the "town~-

Egﬁégawn" conflict. In his study, many respondents were of the opinion

29
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that the physician teaching in a medical school had "lost touch with
clinical reality."

Instructional Frocesses:

Physicians seem to prefer the more familiar instructional pro-
cesses. Lectures, panels, seminars, clinic demonstrations, educational
films, symposia, and. grand rounds, are generally familiar and approved
by most (99) .(114) (200) (233). Although the traditi;nal lecture has
been criticize& as a didactic, passi?e technique in a number of studies,
doctors rate it first in their list of preferred techniques (37, 177,
169, 233, 239). Some physicians in Ruﬁe's survey (220) indicated that
this was because ''group discussions and question periods were often
dominated by more vocal doctors who did not necéssarily reflect the

interests of the group." On the other hand, many physicians indicaté

‘that the exchange of ideas and information in informal conversatiouns

with peers can be an important reason for éttending courses (212, 263).
Two studies suggest that supervised clinical pfactice, which is rarely
used at present, is'gainiﬁg in popularity (37, 200),

Physicians also express'intefest in the newer uses of the mass
media such as televiéipn,_radio, and récordings, bﬁt they tend to rate
them lower than the pefsonal contact methods (37, 117, 263). While
this fating may be due in part to the fact that these media are nét
always available in all regions {39, 99, 200, 212) in California, where
all three media are used extensively in continuing medical education,
responses indicate that they are perceived by physicians as supplement-

ary when measured against the total spectruﬁ of available methods and

| techniques (375;



According to a number of surveys, the least popular method of
instruction is correspondence study (20, 37, 192). One study found
that programmed instruction was well received (263).

In general, speclalists indicate a preference for reading,
teaching ward réunds, and other more clinically applied techniqgues
(42, 117); however, there are considerable differences in the prefer-
ences listed by those in the different specialties. General practi-
tioners prefer methods more compatible with.a busy practice. They
rate the mass media and bedside clinical courses in medical schools
relatively high, as opposed to reading and.loné term clinical trainee-
ships (37).»

‘Younger physicians favour more participation (37, 117, 200).
Tﬁey are also better acquainted with the different teaching techniques
and are more discriminative in evaluating theif effectiveness. Thus
in the California survey, while younger ph&siciaﬁé féﬁdé& to rate shért
courses higher than.older physicians, they were less iikely to consider
them applicable tb all subject matter than were their elders. With the
exceptioh of audio-digest which was ranked fairly high, they considered
" the mass media less effective than did their older colleagues.

Felt Learning Needs:

Surveys disclose that physicians want subject matter which is
~immediately practical and applicable to their pafticular préctice situ~
ation (37, 84, 212). The most common criticism of non-psychiatrist

. physicians is that psychiatrist teachers do not understand their practical

problems (34, 229, 258). Studies suggest that physicilans éttending

31
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postgraduate courses im psFThiatry want to learn concrete ways to diagnose
and treat particular'fattents, and to increaée their skills in communi-
cation (36, 217, 229, 2%3, 245). In short, practitioners are more
interested in common medical problems rather than esoteric diseases and
unusual procedures (37) (190), but this does not mean that they would
ignore new developments (126). 1In one study, 54 percent of the respond-
ents felt that insufficient attention was given to reéent innovations in
medical techniques. This opinion was more prevalent aﬁong generalists

and those in medical specialties than amongst surgeons (37).

Physicians also want programs to deal with one or two topics in
depth, rather thén a broad coverage of several subjects (107, 126, 192).
Specialists ;re of this opinion more often ihan generalists, but even
the latter prefer more intensive coverage of content (37).

There is some evidence that practitioners would like refresher
courses in the basiclsciénces (37, 107), but there is no generallagree-
ment on this. In one study some 90 percem= of the respondents felt that
basic sciences and clinica’ m==mearch programs should continue to be
offered, but o a lesser degrwe (107). TIn another study approximately
69 percent of the respondemtis were in faveur of more such courses, with
specialists im medicine mare= fa&vourable wirile general practitioners
were least inrerested (37).

According to the Calfiffornia report (37), the subject matter most
frequentl, requested ﬁy physide-ians relates to the diagnosis and treafment
of disease. Moreover, physicilans' interesf.pertaining to ;edical con-

ditions is to a considerable extent specific to their area of special-




ization and~ﬁ1ace of practice (42, 229). Thus, in the Utah study (42)
it was found. that whilé endocrinopathies rated highest among all groups,
and cardiac arrythmias second, these were ranked very low by surgeons.
‘Similarly, in one area where the socio-economic level of the polulation
| was higher, all physicians displayed a greater interest in psychiatric
subjects than did those from less prosperous areas. When individual
practices were exgmined, great variations occurred in'the physicians'
perceptions of their learning néeds. !
At least two studies suggest that physicians would also like
more courses dealing with medico-socizal problems, notably in the areas
of "physician-patient relationships," and medico-legal problems (37, 67).
The Utah (42) and WICHE (200) studies indicated there was little
correlation between a physician's expressed learning needs and those"
conditioné most frequently encouqtered in medical practice. Of all
.groﬁps, generalists were found to be the most realistic in relating
educational needs to practice problems. At phe same time, it was ob—
served that a great deal of the practitioner's time was spent in treating

minor allments which could have been delegated to medical assistants.

Other Information Sources:

Harris reviewed the published research on the utilization of
medical communication sources (111) and concluded that theﬁmajorfmy'
of doctors were acquiring their medical information through visits from
tﬁe pﬁarmaceutical representétive, direct mail, drug sample literature,
medical joufnals; consultation with colleagues, and professional meetingé,
rather than through formal courses. Subsequent studies suggest that

Q there has been little change. Although the détail man is generally
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perceived as less valuable (117, 263, 265), medical journals, wmsolicited
literature, consultation with‘colleagues, and professional meetings, are
utilized extensively by most physicians”(ll7, 200, 263). At the same time,
while physicians may use these information sources, they do not necessarily
find them too useful (185).

Peterson et al (185) noted that the most common criticism ex-
pressed by general practitioners was that medical journals were too
‘ theoretical and the content not sufficiéntly relevant to medical practice.
A more recent survey by Hamburg and Dohner (109) suggests that despite the
passage of time, the opinions of generalists have not changed, with over
50 pertent of the respondents rating current medical literature as of
little -use as a source of'information in the field gf urology. Nonethe-

' less, Peterson aﬁd his colleagues (i85) were able to show a bosixive.
correlation between the quality of a physici;ﬁ's practice and hLiis interest
in seeking new knowledge through the purchase of medical journals. Sim-
ilarly, Wenrich (263) in identifyimg the characteristics of "gatekeepers"
or educational influentials in one small éommunity hospital, fomnd that
such physicians rglied much more om written sources, informal consult-
atioms, and discussion with related health professionals in ‘tie hospital
than did those physicians who sought their advice.

Although résearch on the use of informal SOurées of continuing
learning is both limited and limiting (150,I275), Peterson gg_él_(185)-
conclude, as have many others subsequently, "that basic medical education
has been only partially successful in inculcating in future practi-

- tioners both the ability and the desire to seek out through a variety of
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informal seources, greater knowledge and understanding of medicine through-

out their professional lives."
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CHAPTER III

ORGANIZATION AND ADMINISTRATION

The recognition Sf the necessity for and importanée of contHnuing
education has grown steadily in recent years. The growth in interest and
pérticipation is reflected in the increased number of  courses reporiead as
‘well as the involvement of more and more instiitutions and organizatiions
in the Spbnsorship of .educational acti&ities,for medical practitiemers.
XAiomg with the growth in opportunities and participation has come Iden— -
tiifiable twrends in thé organization and admimistration of comtimming.

education programs.

"ORGANIZATION

A variety of patterns of organization are encountered in com—
tinwing education for medicine.. Thesé patterns. are determined 'to smme
extent by the sponsorship of the program.

Kumibxer of Courses and Sponsors:

The number of courses available to physicians has been increas-
.img over tﬁe past decade, with an.average‘increment of approximately five
percent per year from 1961 to 1970. Iﬁ 1970-1971 there was an e#en
greater increment of fifteen percent over the breceding Yeax and this

was éccompanied by an equally sharp increase in the total number of

institutions Presenting courses.
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In 1968-1969, 372 institutions sponsored or co~sponsored courses
and this increased to $11 institutions in 1970-1971 (54). These included
77 medical schools, 291 non-school or community hospitals, 50 city, county,
and state'medic;1 societies, 66 specialty medical societies, 33 voluntary
health agencies, and 94 "Sthers," including schools of public health,
postgraduate medical schéols, private clinies, foundations, or local
and national governmental agencies (61);

The major producers of courses have been the medical schools and
community hospitals. As noted in Table II, medical schools alone produced
over cne half of all courses offered from 1961 to 1969. Although this
decreased to 44 percént in 1969-70 and to 35 percent in 1970-71, medical
'school programs are stili the most extensive in that the number of
courses.offefed per échool is far greater tham the number of courses -
offered by other Spénsoring agencies. Medicdl schools aré.reported to
average’approximatély twelve to thirteen courses per school per year,
.compared Qith community hospitals which average roughly two courses per
hospital per year (61).

Course Content and Eligibility:

For the past seven years the greatest number of courses have
empﬁasized internal medicine, psychiatry,-apd general médiéine, in that
order_(52) (54) (59) (61). Other major fields Qith a substantial nuﬁber
include surgery, pathology, opthalmélégy, pediatrics, obstetrics, and
gynaecology (59). Despite this specialty orientation, over one half of
the courses listed during the past five years have been open to both

generalist and specialist. Because of the.varying backgrounds.and differing
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learning needs of the two groups, one might question the wisdom of this,
however,Rﬁhe (220) notes that the experignce of medical schools discounts
this concern as medical school courses are more often designed for a
general\au@ience. An exceptioﬁdto this is psychiatry whefe there is a
tendency~£o provide different le;els of instruction su%ggd/félthe needs

of non-psychiatrists (88) (231). At the Unive;sity o£ Southern California,
practitioners are offered three course lgvéisf a basic, an intermediate,
and an advanced course (88).

While it is impossible to determine the extent to which programs
are designed for interprofeésional education, the general impression.is
that the number {s small (198). One program which appears suitable to
anﬁinterdisciplinary approach is the ''Care of the Premature Infant"
which originated at Cornell Medical Center in 1949 (19). This program
was designed for teams of physicians and nurses and the program model
has been used in a number of centers in both Canada and the Uﬁited Stétes
(19) (115). More recently, several Regional Medicﬁl Programs have re-
ported successful multiprofessional programs on tﬁe "Management and
Rehabilitation of the Stroke Patient." In most of these, physicians,
nurses and physical therapists provide the team nucleus with iavolve-
'ment of occupational therapists, rehabilitation counsellors, and other
essential health wprkefs whefe tﬁeée are available a;é requiredl(ZSé).

Other fields of study reporting occasional interprofessional efforts

are psychiatry (20), and public health (182);
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Patterns of Course Organization:

In the annual listing of courses reported in the A.M.A. Journal,
there are six major patterns of course.organization:

1. Continuous courses are conducted over a consecutive number
of hours, days, or weeks, but usually of short duration.

2, Intermittent courses extend over a period of time with a
certain number of hours per week or month during that time.

3. Circuit courses are presented in rural areas by travelling
faculty. .

4. Traineeships are clinically oriented in-hospital residency
type programs ranging in length from five days to one year.

5. Home study involves correspondence, programmed instructionm,
tape recordings and similar devices that enable the physician
to study in his own time.

6. TV-Radio courses are similar to continuous courses but offered
through the media of radio or television to physiclans at
home .

0f these six types, continuouslcourses.appear to be the most

common pattern as well as the most popular. In the four years reported
in Table III these accounted for some 62.14 percent of all courses in
1964-65 with a high of 66.79 percent reached in 1966-67. During 1969-70
the 1261 continuous courees aceouﬁted for 65.54 percent of all courses
offered with 83.74 percent lastinglone week or less.

Intermittent courses were the next more freguent pattern with a

" high of 31.42 percent of all courses in 1964-65 but showing a decline to
26.86 percent in 1966~67 and a“recovery to 30.95 percent in 1969-70.
In that year these courses averaged 31 1/5“Bours of instruction and

appéar,td have the potential for providing more continﬁing instruction. |
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Psychiatry makes the greatest use of intermittent scheduling
because it is felt that instruction extended over a longer period of
time is essential in changing attitudes and teaching psychiatric con-
cepts. Currently, over 70 pércent of all psychiatric courses are offered
intermittently, and of these, a fewlextend throughout the whole of an
academic year (59). This may account iﬁ part for the poor over-all
attendaﬁce (217) (229) (245) since, as previously notéd, busy practi-
tioners find it inconvenient to travel long distances for a few hours
of instrqction.

Postgraduate Traineeships are offered by many hospitals without

publicity, hence the number recorded in the Annual Course'Listingé may
not be aﬁ éccgrate reflection of what is currently beiﬁghoffered. Of the
77 listed for 1969-1970, all were offered on a full time basis ranging in
length from five days to one year. While 16 sponsors provided specific
course dates, the remaining 61 sponsors left the scheduling to "be -
arranged" implying that enrollment was negotiable anytime throughout
the academic year.' In all but thrxee cases, planned.insfruc;ion was ﬁsed
in addition to clinical_experience. Of thé 68 sponsors specifying, only
10 limited enrollment to either specialist or generalist and the remainder
were open to both groups. Fees varied from no fee, to $2,350 for omne
eight month experience4in pediat:igs. Over 80 percent of the sbonsq?s
were medical schools, wiﬁh the Unlversities of Kansas and Maryland
offering ﬁhe,greatest number aﬁd véfiety‘of'brograms.

In both Canada énd the United States, bhysitian‘interest in

this>fype of program is said to be increasing, and a>ﬂumber'of medical
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schools report plans to expand their present offerings (8) (10) (35).
Major deterrents to date have been the lack of university facilities;
the chronic shortage of physiciansi and the loss of physician income
(189). A program of physician and housestaff exchange fashioned after
the successful Tufts regional program has been ‘uggested as one pos=-
sible solution to these problems (23) (44) (47) (61). Another sugges- -
tion is Dimond's hzghly ambitious proposal calling for the establishment
of a National Gradvate Medical Center using one 6r more of the Veteran's
Administration Hospitalé. In this plan, practising physicians would be
offered funded training positibns at the Center for periods of one to
twelve months. A permanent staff of pro&en teachg;s would be assigned
to the Center and, in addition, outstanding pfactitioners would be
invited as visiting clinicians (74).

At the operationual level, a plan which has been implementead
with relative success at Dalﬁousie University in Halifax (67), Staunton
Clinic in Pittsburgh (186), and more recently, by the Washington/
Alaska Regional Medical Program (71), is a traineeship offered on a
part—-time basis buf éxtending over a fairly long period of time. The
Washington/Alaska Regional Medical Program has organized a postgraduate
preceptorship nétWOrk involwing sixteen univérsity and-éommunify'hos—l
pitals.

During 1970-71, the Faéulty of Mediéine at the University of
British Columﬁia offered 21 different_types'of "Clinical Traineéshipé"
in whichv56 physiciahs‘participated and received 10?455 hours of

instruction at an average of 187 hours to each person. The Uhiversity
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also has a '"Clinical Clerkship Elective Program" for final year students
through which they serve for 12 weeks at one of 29 community hospitals
in British Columbia. Participating physicians in local community hos-
pitals indicated that the students had an influence on their own con-
tinuing education study habits.

Circuit courses have shown a steady decline during the four years

reported. Probably the most successful circuit progrém is that operated
by the University of Kansas. For the past seven years, this program
has offered six symposia in each ot eight circuit centers distributed
phroughout the state of Kansas bringing continuing education to approx—
imately 500 to 600 rural physicians annually (267). Another successful
model is that operated in Michigan. Towsley (6) reports that in the
year 1967-1968 programs were offered twice yearly in twenty areas with
1,033 physicians attending at least one of the two programs and 637
_attending both. In Canada, the successful pioneer has been Dalhousie
University which presently operates regional programs involving 34
centers, each of which received five or six visits per year from the
‘Dalhousie faculty (15).

| An emtensiqﬁ of this circuit concept to include community hos-
pitals (non-teaching hospitals, both rural and urban) as learning centérs
with ongoing informal and formal programs of continuing education, i§
what is receiving the greateét emphasis*in the literhturg of postgraduate
mééicéi educétioﬁ fodajh(85> (i04) (2i55mké4g5;“ The implementation of
Public Law 89-239, authorizing funds for,continutng'education developed

----- .

co-operatively by medical schools and health'agencies within the frame—
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work of Regional Medical Programs (hereinafter referred to as (RMP) ‘.
on'heart, stroke, cancer, and related diseases, is reported to have
been a major factor faéilitating this trend in the United States

(252). Presently, there are 55 RMP distributed throughout the nation,
and some of them pfovide substantial evidence of the wisdom of develop-
ing cqntinuing education as an integral part of health services.

- Radio, television, and home study programs aré few in number and

have shown only slight variatior over the years.,

Another type of extramural program which deserves brief mention is
the postgraduate cruise. As noted earlier, physicians indicate a pre-
ference for a program which combines a vacation With.a.limited amount of
stﬁdy. For a nuﬁber of years Albany College (277}, the University of
Florida (267), and the Academies of General Practice (125) have sponsored
such cruise programs, but ghe high cost and the time factor are said to

limit their use (256).

SPONSORSHIP: ROLES AND RESPONSIBILITIES

While one of fhe strengths of rontinuing medical education lies
in the diversity of agencies active in the field, at the same time the
need for co-ordination and co-operative planning has become accentuated
by the great proliferation of programs. 1In 1955 Vollan (256) concluded:

There are over 300 different institutions and organizations

in the United States known to be engaged in postgraduate

medical education in one way or another. This diversity of

sponsorship results in duplication of efforts as to the con-
tent, faculty, facilities, and scheduling of courses-within
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given areas. The net effect is inefficient utilization of

teaching resources and frustration on the part of the phy-

sician who has to choose from among a large selection of
competing offerings. Although competition in itself is not
harmful, in this case it results in wasted time, effort, and
money.

In the intervening years, the number of sponsors has increased
two-fold, and studies both on a national and regional basis merely
reiterate the conclusion of the Vollan report (64) (114) (219) (230).
In 1952, the Massachusetts Medical Society met this problem of dupli-
cation and maldistribution of courses by establishing the Postgraduate
Medical Imstitute, which serves as a central clearinghouse and single
source of information pertinent to all continuing medical education in
Massachusetts and the other New England states (248). The California
Medical Association‘established a similar statewide information service
. in 1964 which includes data projected three to five years on all
Califo:nia and Hawaili educational activities and as a further aid to
planniﬁg coufses, the association now publishes in its journal\an annual
summary of continuing education for the State of California (64).

With tﬁe exception of these, and afew sucéessfﬁl co-sponsorship
plans whereby medical schools, medical societies, and puglic health
departments have joined forces‘to plan and co-ordinate continuing ed-
ucation fér an entire state {207) (252) or region (6) (178) (252),'£he
ﬁroblem of co-ordination remains unsolved. Related to this problém
and contributing to it, is that of defining respective rolés and respon-

sibilities. The history of cortinuing medical education is replete.

with illustrations of how the major responsibility for continuing ed-
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ucation has shifted back and forth bgtween medical societies and medical
schools (45) (256) and, more recently, community hospitals and RMP
have become involved also (6).

Medical Schools:

As noted earlier, medical schools have been reSponéible for
over one half of the courses offered to practicing physicians over the
past decade. While the number of schools involved haé véried, the over-
all trend has been toward increased participation (54) (59) (61).
Research data suggest that this involvement through continuing educa-
tion programs does not necessarily indicate that the medical schools
have made a major commitment to continuing medical education. In 1952,
Norwood's survey (174) of eighteen medical schools revealed that while -
most of tem regarded state and local medical_societies as apbropriately
cast in the supporting role for educational éctivifies administered
by the medical schools, their own interest in‘continuing medical ed-
Iucation was only casual. The majority of educators and administrators
interviewe& tended to favour the undergraduate and graduate programs,
and to regard continuing education as an "extra chore." In 1963,
Ruhe's study (220) of eighty—six American and twelve Canadian medical
schools, disclosed that only twenty—five schools had programs rated
"good" by the criteria outlined by the Council on Medical Education:
The majority of program offerings consisted of isolated courses unre-
lated to one another .and frequently‘lacking'in specific objectives.
0f the American schools, thirty-seven . (43%) ratedlcontinuing medical.
edﬁcation as a majorrfésponsiﬁility, while’four (33%) of the Caﬁadian

 schools did so.
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Many faculties have a sense of obligation to contribute to
continuing education...But in the face of shortage of funds
and personnel and overwhelming teaching and research commit-
ments, there is an equally strong feeling of frustration that
to take on more wnuld be impossible. The fault is not that

a great deal can't be done...it is being done. The models
exist but an example here and there is not adequate to demon-
strate the fact that physicians must have easy access to
current information that can be used for the benefit of their
patients. In future, I believe it is inevitable that univer-
sities and their medical schools will assume a major share of
responsibility in the field of continuing medical education.
A major share is not the whole of responsibility. I hope that
the periphery may co-operate with the center by trading ideas
and personnel in such a way that the tencher learns and the
students teaches, and that there will be an exchange of fact
and knowledge for wisdom and experience.

Community Hospitals and RMP:

Since community hospitals are widespread and utilized by most
physicians as part of daily practice, considerable attention is now
being directed toward their development as the major foci of continuing
medical education (216) (269).’ It.has been émphasized that if the
regular hospital staff conferences, committee reviews, consultations,
and other routine day to day activities_were effectively organized,
these could serve as the means through which continuing education
could bécome a built~in component of medical practiéé (188). Even
more importantly, there is a gréwing éonsensus that the hospital setting
is the one place where the quality of medical care could be assessed if
sn ongoing program of current case medical éudit were enforced (85)
(139) (225).

On the other hand, physicians in practice méj not sﬁare these
views. We;ch's study (264) of five community hospitalé :evealéd that

while all five utilized regular»chart feviews, the prime objective was
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only to meet the minimum standards of hospital accreditation. In many
instances, there was a general '"hands off" policy, and even gross errors
were overlooked and nof criticized conmstructively. This study also
disclosed that consultations were more often used simply as a way to
transfer patienfs to another physician or service, and rarely was

there an exchange of medical viewpoints. Similarly, Fox and Robertson's
review (102) of eighty-six Comsultrnt's Letters found that only 30
percent of the reports included relevant new information or reinforced
existing information which might have been of educational value to the
referring physicians. Moreover, in not .one case was a reference cited.

Wenrich's study (263) in one community hospital disclosed that
since hospital by-laws required active physicians to participate on
review committees, and made attendance at hospital staff conferences-
compulsory,_"whatever their educationai valué, they were viewed by
pPhysicians as adminigtrative obstructions, designed to police the
practice of medicine." Wenrich quotes Dr. N. Stearn as saying, 'ed-
ucational activities at the local level can be successful only 1f indi-
vidual physicians see themselves not only as physicians but also as
teachers, and are willing to assume some respensibility for preparation,
participation, and preseﬁtation."'

The phenomenal growth of separate hospital departments of médical
education in recenﬁ years 1s viewed by many authors as a significant
develépment which wiil facilitate this trend (104). As a rel#tively
new educatiqnal acfivify,'the role and function of thése‘administrative

units is not clearly defined and in many instances, medical .
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education directors devote only a few hours a week to continuing medical
education (25) (188). Moreover, the response of individual hospitals to
this new and more demanding role is variable with some even resisting
atZempts by medical schools to @&Sszist the haspitals it developing their
own ongoing programs of continuing medical education (14) (188).

The 1967 Planning and Goals Conference sponsored by the California
Medical Association (188) recommended:

1. That community hospital sedfcmll staffs the encouraged to
organize a comrittee to stwiky the problems of continuing
education. This should not be confused with the regular
program committee.

2. That the CMA should communicate with hospitals to infoxm
them of educational assistance that is available. For
example, some hospital staff 4o mot know thaft some medical
schools will he¥p them with pilanning hospital staff meetings.

3. That the CMA encourage community hospital medical staffs-
and medical schools to enter into experimental projects
designed to discover feasible relationships that might be
developed. ‘ .

Recént reports by the Council on Education of the American
Medical Association (59) (61) suggest that saome progzess has been made
in these directions. As previou=sly mentioned, RMP have in many in-
stances served as a stimulus in encouraging community hospitals to
assume a more significant role, and in turn to seek assistance from
the medical schools, Some RMP are themselves now being charged with
developing "parallel offerings not necessarily complémentary to those

of universities and component societies" (6).

Medical and Specialty Societies:

Historically, local and state medical societies were the pioneers

of postgraduate courseé for physicians (191). Although still active in

the field, their programs have been declining steadily. According to
o . . T
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the Council's Annual Reports (54) (59) (61) general medical societies are
presently averaging one pércent or less of the total postgraduate hours
of instruction reported. At the same time, national, state, and local
meetings with an educational component are reported on the increase,

but the general consensus is that most medical socilety programs lack
co-ordination @nd continuity, amd that the business and social functions
frequently take precedence over educational activities (256) (263).

Although many medical societies are presently re-assessing and
attempting to improve their current programs, others are questioning
their role as producers of continuing education (6). At a'recent_dis—
cussion this view was advanced (268):

Leadership as a learned society is passing from medical society

to hospital staff...I do not hold that this is good or bad,

simply that it is happening. Local groups that are highly
organized are perhaps better able to carxy out programs of con-
tinuing education than medical societies which may have many
esmponent bodies conceraing themselves with education, thus
fheewimg confusing re-duplications. The role of the .medical
socliety is really the co—ordination of this kind of activity,
the development of a multi-phasic approach, including medical
colleges. '

An application of this is illustrated by the activities of the
California Medical Association. In addition to co-ordinating course
offerings and accrediting programs for the State of California 187),
the Association is conducting Regioral Medical Institutes-in cooperation
with several of the state's medical schools. To further assist the
medical staffs of community hospitals in developing effective continuing
education programs, the Association recently published a supplement to

the American Medical Association's Guide (38), and is operating a pilot

project to examine the potential role of the community hospital.
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In contrast to general medical societies, specialty societies
are well established as purveyors of continuing education. For the
past several years they have averaged from eleven to twenty percent of
the toti: hours of instruction reported (52) (6l1). While their offer-
ings are few in number in comparison with medical schools, the number
of physicians atténding specialty courses almost equals the atténdance
reported at medical school programs. Thus for the year 1968-1969 (54),
specialty medical societies and Academies of General Practice offered
collectively 467 courses which were attended by 29,590 physicians at
an average of 63.36 per course. In contrast, medical schools offered
1,128 courses with an attendance of 34,106, at an average of 30.24
per course.

Despite this seemingly successful performance, specialty medical
societies are presently receiving the same criticism that is directed
at medical school and general medical society programs; In short,
it is said that their programs are episodic, and that the relevance
of "one set of presentations to others, either within the meetings
themselves or relative to other meetings, often is strikingly lacking"
(230). Miller (159) adds still another dimension to the problem:

The incredible success of modern preventive and therapeutic

measures in medicine is changing the basic nature of medical

practice. The growing host of aging patients, of those with
chronic debility or disease, calls for a kind of care that is
less readily measured by precise instruments or in precise
units. The "Recent Advances..." in dealing with these problems
are as often provided by behavioral scientists are by those from
the purely biologic disciplines; the subtleties and complexities

of patient care in this context are only beginning to be elab-
orated by serious students and have yet had little impact upon
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practitioners or the educational programs offered to them.
It will require the most skillful leadership to introduce
such important components of the contemporary social fabric
into the instruction of physicians whose focus has for so
long been the disposition of acute problems...

PROGRAM PLANNING AND ADMINISTRATION

The literature pertaining to program planning and administration
is limited to medical schools, consequently, this section is confined
to arrangements within schools. of medicine.

Administrative Arrangements:

In all articles on the organization of continuing education in
schools of medicine it is recommended that there should be a clearly
defined department or division w?th a fu}l time director responsible
for the overall program (38) (207). This idéal has been achieved in but
a few medical schools.-

In 1963, Ruhe (220) found that while 54 American (62.8%) and
6 Canadian schools (50%) reported having a departﬁent, section, division,
or standing comﬁittee for the planning and imﬁlementation of continuing
education, only 5 American (5.8%) and 1 Canédian school (8.3%) had a
formally recognized department identified in the Directory of thé
Assdciation of Americaﬁ Medical ColLeges. Moreover, while 57 American
(66.3%) and 7 Canadian (58.3%) schools repoEFed a part-time person
responsible for'continuing education, in only 3 American (3.4%) and in
no Canadian schools was there a full-time difector or head. Aé late as

1967, Sullivan (240) néted that of the 65 medical schools offering courses
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in the Annual Listing, 20 percent had a listed department or division
of continuing medical education.

Reporting on the current accreditation program in the United
States, Ruhe (218) identificd the lack of central authority as one 6f
the major problems facing the accfeditation committee. It has been found
that in many institutions programs are developing within schools or hos~
pitals with little co-operation among departments. Even where there is
central authority, in some institutions the responsibility for the
development of educational programs is left to individuals or groups
ratﬁer than planned on a departmental basis. As a result, educational
offeriﬁgs are said_to range from-excellent to poor.

In Canada, a 1968 survey (241) of medical schools disclosed that
twelve of the fourteen'responding schools had an established departmént,
division, section, or standing committee on éontinuing education. The
remaining schools reported persons assuming this responsibility om a
part-time basis, ranging from one quarter to three quarter time. On
the other hand, all fourteen responding universities indicated that the
postéraduate division or section assumed major responsibility for the
selecﬁion and arranging éf.course content under the difettion of an
.appeinted chairman. .

~ Instructors:

Courses sponsored by medical schools are taught largely by mem~
bers of the regular faculty or by guest lecturers from other medical
centers. Non-academic physicians or non-medical personnel are.utilized

far less frequeﬁt1y (45) (220) (241)..‘A‘vieﬁ gaining strength is that



57

practising physicians should be encouraged to participate in teaching,
thereby involving them in their own continuing education and at the

same time alleviating sone of the excessive demands made on the medical
school faculty. The evolving role of the teacher as consultant in
regional programs (208) probably illustrates best the successful imple~
mentation of this approach. The pilot‘project reported by the Tufts

New England Medical Center (210) utilizes residents es teaching consult-
ants in several of tne small community hospitals in Maine which is
another innovative and promising program model. .

: Despiteithevtrend toward greater utilization of clinicians as
teachers, with the excention of psychiatrv teacher training programs
are still sparse. In psychiatry, short training courses for program
directors and teachers have been undertaken by a variety of groups
inciuding: WICHE; therAmerican Psychietric'Association; The National
Institute of Mental Health's Continuing Education Branch; The American
Academy of General Practice;.and others. 1In a recent editqrial,.Stratos
(238) reports that the Psychiatry and Medical Practice Committee and
the Physician Education Project of the American Fsychiatric Association
plan to expand consultation services and intensive teacher training
sessions fbr ﬂnsefinvolved in teaching psychiatry to non—psychiatrists.
From the general field, a recent proposal by McMaster University plans
to provide a visiting teacher program in,which both practitioners and

consultant from the region will work in the McMaster clininal teaching

units to update their clinical skills (11).

t
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Although there is a growing interest in the need to improve the
quality of instruction in the undergraduate medical‘training program,
this has not extendéd generally into continuing education. The feeling
that proficiengy in medicine is the principal prerequisite still per-
sists without regard to teaching abil;ty or to tﬁé amount of learning
achieved by participéhps. Some moves are underway to.iﬁprove the qﬁality
of inétrucpion by providing cliAicians wifh training for the instruétional
role.

Finances:

Financial support for continuing education varies widély from
school to school (220). 1In general, the major sources of revenue are
tuition fees, some government health grants, and donations (8) (14)

(135) (274). The percentage of the medical school budget devoted to

cont;nuing education is almost negligible. ﬁevertheless, éince most

schools do provide facilities as well as faculty time, thei} contribution
is not insignificant (45). |

Some medical schools attached to state ﬁﬁiVersities receive
additional funds from the legislature and state health departments.
Others support their programs th;ough contracts with community hos_
pitals, some are finaﬂcédﬁ&y fees charged for individuél programs, or
consultation services to other institutions (9); étill other programs
are managing to break even or to operate at a modest profit almost
solely on tuition and the‘contributed serviceslof the regular faculty
(9) (45) (55). Professional associations, voluntary health agencies,

federal training grants, pharmaceutical firms, and philanthropic soci-
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eties all contribute significantly to continuing education in medicine
(8) (12) (45) (55) (207).

More recently, particularly in the United States, the isderal
government has provided greater financial assistance to continulng
medical education. Childs (44) noted that projects supported by govern-
ment have proven effective in accelerating the development of more
innovative programs of continuing medical educatlon.

Publicity and Promotion:

"In the United States, sponsoring institutions may publicize their

course offerings through the "Annual Course Listing" published each year

in the early August issue of rhe Journal of the American Medical Associ—
ation. 1In addition, medical joutnals in both Canada and the United
States publicize selected course offerings, Other traditional methods’
of advertising programs include posters, direét mail and personal
announcements (241).

A number of state medical societies (6) (64) report the use of
a special continuing medical education bulletin. One such, which is
mailed to physicians_and hospitals in the New England States, announces
all formal programs offered in New England including essential infor—
mation as to their time, place, and tuition (248) |

In Canada, the University of British Columbia (8) publishes_an
annual 1isting of courses offered by the Division of Continuing Education
in the Health Sciences. This is mailed to all physicians in the province
to agsist practitionehs in planning their personal ntograms.of continuing

education well in advance.

O
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Because these publieations are often overlocked by physicians,
some course sponsors are using reinforcement through personal visiﬁs to
physicians (222) (269) and newspeper, television, or radio announcements
(11) (269).

Programming

In spite of all these efforts to promote continuing medicai
educetion, the problem of relevance is thought to limit the effect-
iveness of most programs offered (84) (173). Those expressing this
view‘suggest thae programs ignore the interests and expressed needs of
practising physicians. Reports from medical schools suggest that many
use questionnaires extensively to test the market. for continuing ed-
ucation (220) (241). Indeed, as early as 1952, Norwood (174) found
that it ﬁas a common pracpice for medieal schools to send out request
forms on which physicians could noteitheir sﬁggestions for courses.

Many prograﬁe are not designedAwith clearly defined objectivee
and,'as Miller (159) indicates, in the process of implementation phy-
- gicians' "wants'" may become confused with or subordinate to what the
programmers ''want or th;nk the practitioners need." Moreover, "unless
the teecher is careful to determine where his students are in their
learning... and requires them to exhibit some understendinglof each
step before proceeding on to tﬂe nekt, a-program of greatest relevaﬁce
maf eed as a collectien of nonsense.syllables with carefully concealed
irritation and disappointment on both sides." |

Sodeman (230) has stressed that the ideal program is "an

individual one built to suilt the. specific requirements of each physician,
O
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and perhaps a few more like him. The obvious implication of this

principle is that the programs most likely to succeed are those which
. 4

involve the learner in the planning process. That present organiza-

tional structures and administrative patterns are unable to meet this

required is implied in the many critiques on continuing medical ed-

ucation (104) (219) (225) (246).

Several recent experimental programs have attempted to involve
the consumer in planning programs. MaclLeod (144) reports a successful
self-sponsored and self-administered course on internal medicine at. the
Yale-New Haven Medical Center. Although initiated as an annual review
for internists preparing for board examinations, this program has
evolved over the yeaxrs into an ongoing comprehensive review of the

whole field. While the main criterion of "success' has been measured
largely in terms of increased enrollment (from 26 to 60 physicians over
four years), in the words of MacLeod:

The growth of this highly structured yet informal review course

appears to have been a function of the relevancy of the course

material and a sensitivity to the changing needs of the group.

" The principles of student participation in planning and admini-
stration, and continucus feedback through questionnaires, served
as the basic framework for the organization of the course.

These principles are important considerations for others desiring

to set up such a course and merit emphasis by the American

Medical Association's Council on Medical Education in setting

standards for accreditation ‘of institutions providing postgraduate

courses., :

Another experimental project which points out the need to con-—
sider alternative administrative'arrangemeﬁts-for programming, ‘18 that

reported by Torrens (246) of St. Luke's Hospital in New York City. In

I:R\(}s project, a specially created hospital depaftment called The Community

— A S———
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Physician Relations Office was established in order to Assist non-
affiliated general pracfitioners with patient referral prbblems and con-
currently to offer continuing educétion programs specificaily designed
to meet the'day to day problems encountered by physicians in their locai
practice. Initiated to offset the increasing isolation of genefal
-practitioners from the specialist oriented teaching and research hos-
pitals, this program hés resulted in increased utilization of the
hospital's referral services as well as the feaching conferences and
grand rounds which previously the general practitioners had ignored
as "of little uv<e to them in their practices." Torrens recommends
that "“other teaching hospitals'establish a similér office or department
to serve as a siﬁgle place to which‘thé comﬁunity physician knows he can
turn for assistance'with problems of patients in his practice, and
from which he can obtéin,information aboué p;tients he-has referred
to the teaching hospital for care."

Webster and Ozarin (262) describe a program in Norﬁh.Caroliha
in which a circuit riding psychiatrist made regular visits to all phy-
sicians in five counties and was available at any time physicians
wished to consult him aboﬁt cases. .During the first'pwo years in which
“this project was in operaﬁion, the number of admissiohs to the state.
ﬁental hospital from this five county area decreased whereas admissions
f?om othexr counties increased. The program is ‘heing expande@ throughout
the state as an adjunct to commuﬁity mental‘health services.

The preéeptofship'p:oject sponsorea by’thg Washingfon/Aiaska_RﬁP

1? another example of a progrém specifically designed to meet the learning

ERIC
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needs of individual physicians. The bhysician requesting a preceptor-
ship 1s asked to outline what he wishes to learn and to ind .cate whether
he wisﬁes a structursd program or one with free study and conferences.
The planner uses this information to design an individualized-prog;am
of studies for the physician. The evaluation of the program is based
on the objectives stated originally by the physician.. To date, 92
percent of the physicians whs have participated in the program are
‘reported to have satisfied at least three-fourths of their educational
objectives. Although no statistical evidence was offeréd to show im~
provsd patient care as a result of the program, Da&idson et al (71)
noted that "In this type of program, the physician is able -to satisfy
his own educational needs which makes his experience relevant to his
practice."

Under the auspices of the Oregos‘RMP, ﬁeighan and Burg (152)
are investigating the effectiveness of an ekperimental'project in which
health professionals in two Oregsn communities are given an opportunity
to develoé thei: own edﬁsatiohal programs on the care of the stroke
patient. This is based on Miller's '"process'" model which assumes
that before adults learn they must recognize their need to know, and that
this is bsst accomplished by iuvolving them in identifying problems and |
sesking solutions. To implement this, "stroke study groups'" were
formed, membership of which was interdisciplinary representing all
health care.professionals available in the communitiss. The study
‘group task was to '"'identify existing barriers to the delivery of optimall

:ffoke care and then to design educational programs to surmount them.
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The project staff participated as.facilitatbrs enabling the groups
to work togethér in identifying local educational needs or in planning

" To date; two groups have planned community programs

programs...
lwhich differ widely in objectives and approaches. One of these groups has
submitted a propbgal for a grant to continue théiprogram independently
when the experimental project ends. Meighan and Burg question "whether

‘such a group can function without administrative assistance from outside

the community..."

CURRENT AND RECURRING ISSUES AND TRENDS .

Despite the many unresolved issues and operational prc»blems;j
continuing medical education is thrivihg. Conéurrently; a number of
developments are occurring which can be expectgd D Influence future
-;rends but there is still many iséues that reqhire the attention of the

profession.

!
Y

Accreditation:

Since the publicéticn of the original "Guide" in 1957; the

American Medical Association has beenhworking on a voluntary systeﬁ to
accredit institutions sponsoring progréms of confinuing education,
In 1961, its Council on Medical Education appbinted an advisory commigtee,
and under its directiqn a nuﬁber of'site surﬁeys were conducted to deter-—
mine the feasibility of such a.plan (219). As a resulé of the'study,
an acceptable proéram'of accreditatién was proposed “and 'approved By

. the Association's House of Delegates. 1In 1967, formal aécreditétioﬁ

. []iﬂjas initiated (81). By September 1970, 86 institutions and/or organi-

IToxt Provided by ERI
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zations had been accredited and listed as such in the Annual Course
Listing& Ultimately, only accredited courses will be included in this
Annual List. In this way it-is hoped that programs of inferior quality
will either be imprerd to meet accreditation standards or discantInued
because physicians do not attend them (61). |

The "Guide" provides the criteria used by the survey teams
responsibEe foréaccrediting‘programs (65). The California Medical
Association has adopted this "Guide' as thevstatement of basic prin-
ciples for its proposed accreditation of prugrams (187). Briefly stated,
these criteria are:

1. There should be ADMINISTRATION of the woni- tiiing education
program by a responsible perscn having fke :espect and
support of the professional staff of ¢li. organization or
institution.

‘2. The BUDGET showld be adequate to.the educational program
undertaken to its continuing improvement. Sole dependence
on tuition fees tends to restrict unduly the quality of
continuing education programs.

3., The TEACHING STAFF should consist of physicians and their
associates of proven ability, training, and experience.

. 4. The CURRICULUM of any continuing medical education program
should be designed to explore with considerable depth one
subject or a closely related group of subjects. The ed-
ucational merit of devoting sufficient consecutive sessions
to explore more than superficially the background and
advances in one subject is emphasiZed. '

5. There should be available FACILITIES that encourage par-
ticipative methods of education.

6. The -EDUCATIONAL METHODS should ‘include more than a series
of lectures or panel discussions in which the physicians
are primarily passive recipients. Euphasis on problem—
solving is likely to increase student involvement.
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7. METHODS OF EVALUATION of the effectiveness of continuing
medical- education programs should be developed and used
as part of each program.

8. Each PHYSICIAN'S REWARD for participation in continuing
medical education always should be his improved ability
to care for his patients and the stimulation of his own
spirit of intellectual adventure.
Whiie it is too early to predict the long term effects on this
accreditation program, it is generally viewed as a non-restrictive
regulatory mechanism which will ultimately provide some direction for

the development of the field (61).

National Plans:

Darley and Cain (70) proposed in 1961 the establishment of a
National Acé&emy thch would centralize the nation's education resources
for continuing medical education thereby helping to co-ordinate and
further its development. - Subsequené to this, the major national medical

~ assoclations for@ed a Joint Study Committee to consider the devélopment
of such an Academy. The Committee's feport, written by Dryer (79) pro-
posed the creaéion of an Academy which would be a "univefsity without
walls." Uﬁder this. plan, a national agency would develop a core cur-—
riculum '"responsive to tﬁe needs of the nation's physicians." Usinz mass
communication media, these ongoing comprehensive'programs would be
focused nationally, regibnally, and locally; and physicians'wbuld be
able to choose those pfograms which wDuld best meet their individual
needs. Among its many far sighted recommendations, the'report emphasized
that..."a partne:ship of our major medical resources will giVe strgngth

to all which none-possesé,separately,‘and that such an efficient balance
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can be organized to articulate and reinforce national, regional, state,
and local plans."

Following the publication of this report, the American Medical
Association undertook to pursue such a plan and under the leadership
of Storey (237), an intensive study of physician's needs was begun in a
pilot project in Utah. 1In 1966, this project was disgontinued because
it was felt that local and regional conditions were not ready for such
a large scale undertaking.

The many highly imaginative and creative ideas inherent in these
reports are germane. The Interuniversity Communicaticns Council founded
in 1965 by Darley and a small interdisciplinary group of university
people was a product of the original plan for the establishment of a
National Aéademy; Similerly, Dimond'e'pro;osal for the creation Qf a
National Graduate Medicai Center would have this Center‘serve as the base
for Dryer's "university without walls'" (73)." The most recent proposal
was that outlined by Bloom (é)_end called the AMA Plan. In summary it
notes:

1. Among all forces involved, the American Medical Association

' would be the appropriate leader in continuing education,

- implementing an intimate partnership with universities or
medical schools and Regional Medical Programs.

2, 1In this way, the AMA would expand its present prbgrams tb

approve existing offerings and stimulate new efforts in
its constituent state societies.

3. What is needed 1s clear statement of the AMA role as a

natural partner with RMP in assessing needs and 2valuating

performance, and as a natural partner with universities or
medical schools in continuing education.
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4, Further, the AMA should formally invite others to help design
and join a new sector for genuine collaboration inall aspects
of continuing education. '

This could be called the "health professions education coun-
cil"; with regional, state and national components; each
composed of AMA, university and RMP elements (plus any other
pertinent representation).

This sector would guide operations of a total system from
identification of needs to curriculum to programs, to eval-
uation and feedback.

The existence of this device would interrupt current sepa-
ration where AMA, RMP, universities, various professional
societies and multiple other forces proceed unilaterally in
continuing medical education.

Incentive for Learning:

Under incfeasing public pressure, many leaders in medicine fore-
cast that the problem of maintaining professiéﬁal competence in physicians
will result ultimately in periodic mandatorx relicensure. In the ab;ence
of valid criteria for ﬁeasuring "professional cqmpetence", the medical
" profession remains divided on this issue. An ad hoc committee of the
AMA's Committee on Education proposed recently that regular partigipation
in continuipg'medical education should be the condition for relicensure,
but the only éoncrete action the AMA has taken in this respect is to
offer.a 'Recdgnition Award' to physicians participating in continuing
medical education. For th05e physicians wishing to qualify, "the ..
requirements are 150 credit hours of continuing education in a period of
three years, 60 hours or more made up of required educational activities
and the remaining 90 hours, in electives" (184). According to most

-accounts, physicians have responded well to this volﬁntary accrediting

—— e e
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scheme and at the cﬁmpleﬁion of its first year, more than 14,000 phy-
slcians are reported to havé qualified fbr the award (61).

The Califorhia Medical Association 1s issuing a similar award
of a "Certificate in Continuing Medical Education" but has extended the
scheme to cover a wider range of informal edupationai activities. Upoﬁ
receiving this Certificate, physicians automatically qualify for the\
AMA Physician's Recognition Award (128). Since its inception, the
Acadeﬁy of General Practice has required parcicipation in continuiﬁg
education as a condition for membership, and recently the Oregon S%ate
Medical Society followed this lead by making regular pafticipatioﬁ in
continuihg medical educatioﬁ a condition for membership (182). Téere
is some concerﬁ being expressed as to how much effect this loss of

state medical society membership would have on the chronically non- ‘

rparticipating physician. Many feel that such physicians are better

"under the umbrella of organized medicine than outside it" (6). -
| Stein (236) reports that "while the general subject of réL
examinatipns and re-certification of licensed physiciang has beeﬁ
repeafedly discuséed by the Federation of Staté Medical Boards and by
the National Board of Medical Examiners, no definite decision has been
reachgd.“ The newly established American Board of. Family Practice has
stipulated recertification every six years (55), and recently, the.

American Board of Internal Medicine announced its intention to implement

a recertificétion_procedure (1183.
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The American College of Physicians has devised a voluntary exam-
iﬂation f;r internists which serves as a self-assessment test. It is
hoped that this will help an individual internist become more aware of

~ his deficiencies in medical knowledge so that he will seek ways to
correct them. Initially, 5,000 of the 150,000 ACP members took the
test, and since that time, an additional 5,600 memberg and non-members
have participated. According to ﬁosen (213), the reactions to the
examination have been enthusiastic. More recently, the American Psy-
chiatric Association (40), the American College of Pediatrics (69),
and other national specialty associations (142) are reported developing
similar progféms.

Commenting_on the varied apprbaches currently being tried in an
effort to ensure professional competence, Miller (159) writes:

The purpose of licensing is to certify that competence has been
achieved, not to spell out the method of achieving it, or
equating participation in a specified number of wholesome activ-
ities with achievement of the goal. The American Academy of
General Practice has already done so and is often commended
for the courageous decision that made participation in accred-
ited programs of postgraduate education a requirement for con-
tinued membership. One can only applaud the motives that led
- to this decision, but the thoughtful may question the philosophy
underlying it and the practices accompanying it. For the
spirit of this resolution seems tc say, that having led a horse
to water, you can make him drink.

In the same vein, a recent statement issued by the Committee’
on Medical Edﬁcation.of the New York Academy . .of Medicine (55) concludes:

" +e..that certificate concept, 1if judged only on the basis of
total number of hours in some kind of postgraduate course is
fallacious is that it implies unwarranted merit to course work.
The committee also strongly opposes: any mandatory examinations
for maintenance of the currency of one's medical license. The
‘available information does not support a positive relation be=

. - tween the results of most such tests and the quality of care
[]{U:‘ provided by practising physicians for tueir patients...

LY
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Accordingly, this committee recommends: "the establishment of
programs based on management type or audit type procedures whereby both
hospital and commﬁnity physicians may participate in mass au&iflexercisés,
reviewing each other's chafts or record rcom charts generally, to indicate
features of particular diseases which must be considered and appropriate
approaches in their management."

Whatever the merits and/or limita.....s of these varied approaches,
clearly the trend is '"to give recognition for pa?ticipation in continuing

medical education' (61).
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CHAPTER IV

INSTRUCTIONAL PROCESSES

In the literatﬁre describing programs of continuing education
in medicine, the terms applied to instructional processes are used
indiscriminately and without either precision or consistency. Since
the descriptions of the processes are inadequate to allow translation
into the standard terminology of adult education it will be necessary
to summarize the literature as presented rather than-attempting to
synthesize it.

Among other things, the reports of prograﬁs do not cleerly
differentiate between the methods and techniques employed (255). Never~
" theless it is possible to identify the major methoes. The-most eSed

- method is that of the course or class with three major variants or

patterns of this method being the continuous, intermittent, and circuit
courses described earlier. Other meebods encountered include ward
rounds, case seminars, clinical conferences, clinical Practice, and.the
discussion group. The iiterature in which tl.zse ﬁethods ara discussed
is primarily descriﬁtiVe and there is scant evidence of ateempts to
assess the effectiveness.of the methods nor. to comﬁare ohe with
another. |

Tha techniques of instructicon reperted are equally poopiy de-
fined and described so that terms describing methods are used inter-

changeably with those identifying techniques. Furthermore, instructional
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aids or devices are often treated as instructional techniques. The
resultant confusion in language makes it virtually impossible to assess
theAcompara;ive effectiveness of warious program designs with any valid-
ity. It is clear that those conductiﬂg pfograms for continuing education
in medicine ave not knowledgeable about how learning occurs in adults_
or the conditions essential to achieve 1earning,‘nor are they skilled

in the design and management of instruction.

PATTERNS OF INSTRUCTION

-

While no one technique can be thought to.outweigh all others
in importance, those which facilitate the immediate application of ot
knowledge are generally considered to bg supgrior to those in which f
the learner is a passive recipient of inforﬁation. In continuing med-
' icai education one of the greétest'problems has been the excessive
use of non-participétive or didact’ . techniques. |
| In 1940,‘ﬁappe1ye (227) stated, "too often postgraduate medical
instructioﬁ has been given solely by didactic 1ecturesf:.while didactic
lectures are vaiuable, demonstrations, firsthand expe;ience‘under
guidénce, and conferences are the most s;;cessful forme of‘téa;hinge
4ny well co;céiVed program should stress these methods". This recom-
mendation, variously expressed;‘was repeated b;lNdrwood (174), Volléﬁ
(256), Dryer (79), and in many other reports. In 1957 the Council on

-

Medical Education incorpo:atéd the recommendation in its Guide, along-

with a lengthy explanatory section cn specific ways to increase partic—



In the meantime, courses feported in the Annual Listing haﬁe
consistently publicized the use df a wide variety of participative tech-
niques.’ Thus the Council's review of the l964u1§65 Annual Course Lisging
revealed that of the 1,529 courses listed, only 22 percent specified the
use of solely didactic formats defined in this survey as '"'the lecture,
the lecture and brief discusszon period, or these plus panel discussien
and audio-visual aids" (57). Using the same restrictive definition,
of the 2,016 courses listed in 1969-1970, réughly 20 percent indicated
the use of only non-participative techniques. All other speéifying the
lecture and such things as the seminar, laboratory work, or clinical
conferences (59).

These figures alone are misleading, since the majo;ity of courses
in continuing medical’ education are both short term and for iarge groﬁps.
When enrollment reaches the hﬁﬁd:eds, and timé is limited, it becomes
extremely difficu;t to incorporate a Qariety_of techniques which ﬁould
facilitate active learner participation (57). It is not gurprising .
theréforé, that in actual practice, while the purely didactie format is
" no longe; reported (220), the majority of sponsors still make use of
the lecture, sympoéig, panel and other didéctic téchniques (129) (267).

The. Council's survey in 1956-1957 revealed thaﬁ-a significantly
larger proportiorn of courses sponsored by ﬁedical aﬂdjspecialty.sdcieties
used solely didactic techniques (57); More recent ccounts suggest.that
the situation remains relatively unchanged, but the Structure and QUality'
of programs is said to véry considerably accofding to the particular
soeiety.involved (263). Thus, the California Medical Society is reported

Q
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re-shaping its programs to facilitate greatef physician participation
and in 1968, seven regional postgraduate ii . .ivs were held with 885
participants but with a faculty-student ratio of 1:10. Similarly some
.of the national medical conferences aﬁd conventicns are also reported
using more small group methods such as seminars or clinies (230) (263).

Rhue (220) reported that in 1963, 43 percent of the responding
" medical schools indicated that they were using the lecture albne or
lecture plus question period; 21 peréent live clinics; 20 peréent group
conferences and séminars; 9 percent laboratory work; and 7 percent bed-
‘side rounds. A more recent unpublished survey of Canadian medical schools
reveals similar findings (241).

Iq both Canada and the United States, the expansion of regional

programs suggests that greater use will be made of small group seminérs,

specialised clinical practice and o;her more parﬁicipational techniqueéAin
the future (235).

Of ther specialties, psychiétry has consistenfly offered thg
greatest number of courses with enrollmert limited to small groups
(arbifrarily defined as any learning group with 25 participants or less)
and, as previoﬁsly noted, it makes the greatest use of intermittent

scheduling (59).

SMALL GROUPS

The small discussiu. group referred = ririously as the seminar

or clinicai conference, is widel; :o¢d in cont’puing medical education



but, as previously notéd, surveys disclose that many physicians prefer
the formal lectu;e. Sheeley (226) reports an experiment in which an
inétitution ffered the same psychiatric course’simultaneously by fwo
different methods: a series of lectures and a series of discuésion
sessions; The lecture seriéé had over 25 registrants while the dis-
cussion series attracted none. Since acceptancé and active participant
involvement are two primaxy factors in the effectivenéss‘of the dis-
cussion group methed, it may be useful to illustrate its use.

Psvchiatric Case Seminars:

In reviewing the varying results of a psycﬁiatric course for
non-psychiatrists heié in three Washington counties over a three year
period, Stuen and his associctes (239)vconc1uded that many physicians
arz not capable.of taking part in the free give and take of the psy--
chiatric seminar which can be a traumatic experience initially. They
recommend beginning with a didactic approach then gradually shifting
to the study of case materials 4nc the use of diacussion. In Brooklyﬁ,

Brody (31) found that by keeping the group under ten, even the most

-Ma4iffident physician actiﬁely participated in discussion."

Reﬁorting on Lhe psychiatric case seminar used:in the four

-state Utah project, Mead and Fishman (151) concluded that the degree

of physician participation was directly related to his'faviliarity with

.psychizatry, thus those physicians who most needed help with their cases

were least likely to receive it. He also concluded that concentrating_
solely on cases from the physicians' practice resulted in insufficient
preparation in basic methodology so that the Utzh project was modified

Q@ dinclude lectures as well as case oriented discussions.




78

To circumvent the problem of a physician's reluctance to dis-
cuss case problems in the psychiatric group setting, the program in
Elmhurst, New York-incorporated an hour's consultation service prior
to each seminar, 25 well as offering individual psychiatrist comnsul-
rationé by appointment (225.

Commenting on the current widespread use of their original
psyvchiatric case seminar téchnique, the Balints have emphasized that
"such ventures, no matier how greatly modified, require much more time
than -..e popular veek—end G.P. course" (17).

clinical Conferences:

One of the more intenusive types of clinical conferences reported
is the consecutive case conference (CCC) devised by tﬁe American Heart
Assqciation.’ In this, a panel of experts ahglyzes the charts of ten.
patients consecutivgly discharged. 'The pﬁysicians are required to
account for their conduct of each case as it comes under review. Al-
tﬂough Williamso.: and McGuire (270) stress that the,pqrpbse of ties CCS
is educational, namely, to provide "anhoppdrtunity for physicians to
reflect back on their.own performance and to gain insight into the
management of the casevwith the help of ackno&ledged egperts", mést
wrilters agree (254, 263; 282) that it requifes ¢onsiderable ego strength
on the part of the practising physiciaﬁs. A study by.Williamsén and
McGuire (270) which coupared the relative effectiveness Qf the CCC.

:Aﬁd the lecture in improving,clinical judgement, found "mo overall

.eignificant difference as tested by simulated patient proolems six

months after completion. of the instruction."
O




More successful programé using this approach have stressed the
anonymity of indiﬁidual'physicians and focusse® on group problems and
group problem solving (97, 161, 235). Vaneslow (254) quotes Slee as
saying that some medical directors have committéd "p.ofessional suicide
becadseifhey féiled to take into consideration the worries of the medical
staff regarding the possible consequences of'a program of this type."

Far less-tpreatening andbthérefore widely used in commuuit?

. hospital programs is ﬁhe clinical conference using the physicians' ownm
. case material as a basis fur general discussion. Cudmore and Tippett

(67) reported a preliminary study that compared the results when one
group engaged in extra preparation prior to a visiting teacher program
and a;othef did not. Follow up inferviews with physicians revealed
that the amount or preﬁaratqry work undertaken by the two grdups did )
not differ significantly despite the extra eﬁgouragement given to the
experimentallgroup. |

At McMaster Univefsity a time log is kept tb.determine whether
there is a progressive change iﬁ_the amount of discussion time used
by tﬁe visiting faculty veréus the learner group. Results to date
have showm no signlficant increase in the time utilized by the practising'
ph]sicians participating in the program (11).

Demonsftrations; Supervie=d Clinical Practiilce:

In psychiatry a number of courses are reported whick combine
the case conference approach with pacient demonstrations, return dem-
onstration, and supervised clinical practice. TIn these programs feed-—

back provided through the u:se of the two-way mirror and/or vidcetape
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serve as the basis for group discussioﬁs (26) (28) (274). Also re-
ported from this.field are successful uses of psychodrama and role
playing (26). A typical example is that described by Levinson {(140)

in which the physician participants re—enact patient situaﬁions priorx
to and following their clinical experiences. Fleisher (98) reports
that at the University of Southern California, professional actors have
bzen trained to play the role of ﬁatien;s. This device has been devel-
oped further at Michiéan State College and the University of Colorado
where preliminary work indicates a fairly reliable degree of object-
ivity on the part of the actors, thereby suggesting that an assess-
ment: qf student learning could be possible. :

In contrast to the foregoing, Kern et al (130) at Johnsﬁﬂopkigs
Univérsity have desaribed éﬁ experimental project in community psy-
chiatry'using what théy call‘"The Demonstratiocr Week" in wﬁich praétising_
physicians experience the same unstrucgured-field ﬁork as that used in
training residents. This has beén evaluated by physician responses to
questionnairés whichﬂgpé§§§géthat this technique is pléciﬁg responsibil-
ity on the physicians for their dwn 1éarning and, in an ambiguous
situation requiring frequent changes of style and roles, is capable of
fosteripé self-learning and an attitude favourable to implementing
change.

A number of programs reported also provide evidence of a move-
mgnt from the classroow t¢ the cliniéal practice field. Richardson (202)

described a visiting teacher program conducted in one small community

Q
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hospital in Pennsylvania in which a consultant zllergist visited the
allergy clinic e;ery t=0 weeks. At this visit, specialized techniques
were demonstrated. The locél physicians practiced the techniques under
superv.. -nd formulated therapeutic plans for selzcted patients.
Between c¢linic sessions, tﬁe loéal staff physicians implement the pio--
posed treatment plans. It isrthe aim of thié program. to decrease
gradually the number of consultant visits and increase the transfer
of fesponsibility to local physicians.

Similarly, St. Justine's Children‘s Hospital in Montreal has
reporﬁed a consultation sefvice in which two to three pediatricians
spend two days in a.communiiy hospital. 1In the mérning the& meet with

family physicians and do ward rounds, reviewing all cases. In the

afternoon they see outpatients whom the family physicians present for

‘examination and consultation. According to Rosier (215). this experi-

"ment is proving fruitful, '"mot only in continuing medical education,

but also as a way of providing the public with the services of a‘qualified
consultanﬁ." |

Goldfinger and Federman (106) have described a successful refresher
program’ in which .three general practitioners served as housemen in the

emergency deparfment of a teaching hospital while receiving formal lectures

~and supervized clinical instruction on the latest intensive care techniques.

While this program illustrates the typical traineeship in most respects,

what is of particular interest is thai the emergency nature of the ward

~responsibilities automatically defined the physicians' real learning needs.

On the other hand, Brown.gglgl (33) described an experimental project
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at Pacific Medical Center designed to retrain inactive physicians in
which it was fpund that the conventional traineeship program was in-
adequate for é group who were not only reluctant to assume patient
responsibilities, but also required a systematic review course using
didactic instruction. They recommend that the curriculum for phy-
sicians in this case should consist ofitwo phases: first an inten-~
sive review course oi: basic aspects éf clinical medicine and second

a program of supervised patient contact with a gradual assumption of

" responsibility.

. The only report of an ongoing inserv_ce training program en-
countered in the literature was that described by Jampol and others
(124).. Sponsored by 60 physicians in group practice, this program
utilized small group bedside session 'ith emphasis on clinical diag-
nosis and the management of the part"_Lyant'é own patients. A follow
up medical audit after two years indicatedvthat, in genefal, "more
appropriate laboratory andlx—ray studies were Being ordered in pro-
biem cases, with less tendency to initiate therapj before diagnostic
studies." Consultant speéialists also felt that béttef patient assess~—.
ments were being performed prior to referrél and that referral notes |

displayed a fuller understandiﬁé of the problems involved. .

) Using.a simulated coronary care unit at éhe Pacific Medical
Center, the Washington/Alaska RMF is conducting regularly scheduled
classes on coronary care for multiprofessional health persomnel. The
equipmenﬁ used for classrcom instruction and which is available for .

loan to other centers conducting similar programs include: tapes and
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monitors for teaching the arrthymias; A.V. presentations (slides; film
cartridgés; and filmstrips) on the care and treatment of heart d4d/:rr.ase
and computer programming omn various <oronary care aopi:s. In conjunc--
tion with these classes, consultative éervices are provided and post-
graduate preceptorships are érranged for physicians (261). 7This program
has been rated so highly that other RMP are reported.deveioping similar

or modified programs (252).

LARGE GROUPS

Instruction provided to large groups must focus on techniques
which will enhance participant interaction. Despite the widespread use

~

c” large groups, there are few studies reported that involve such groups.

The two descriptive studies selected for this réview'are particularly'
informative.

Harsﬁbarger (112) investigated a community-mental health work-
shop attended by some 8{ individuals from vafious health professions.
He had participant- -observers gather data oﬂ the pe.tinent issues éis-
cussed in the smallbuzz groups and é comparison was mage of the observers'
summaries and the reports made by each buzz group to the total group.
Their findingé revealed that while stimulating &:id meaningful probleﬁs
were raised in the small group'sessions, these were not reported bacﬁ
to the total group. Instead, "professional overpoliteness'" characterized

" most of the reforts. This étudy concludes: "If workshops arc to be

creative forums for new 1deas; the traditional roles of the wvarious
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professional participants must be disrupted.”" The recommendations
8tress the peed for more effective feedback mechanisms such as that
provided by parxticipant observers who would ensure that the essential
contrasting professional viewpoints would be relayed to the 1arger
assembly for further discussion and clarifi:ation.

Schlesinger and Feil (221) reported a questionnaire evaluation
of a three day symposium on epilepsy presented to a diverse group of
physicians and other health workers. They found that the highest mean
rating was éiven to the didactic format and the lowest to exchanges -
between speakers, panelists, and the audience. They alsc report that
there wésra discrepancy between the objectives of the participants
and the content of the program. Furthermore, while general practi-
tioners wicre relatively satisfied with the program, specialists ex-
pregsed dissatisfaction with the bioad coverage of subject matter.

The nurse participants expressed a high degree of interest-in all"
topics yet, the author néted, the subject matter was geared to phy-
siciané and much of it was-oﬁly indirectly relevanﬁ to the nurses'
intefestg." One may infer that the.findings of this sﬁudy merely
reiterate one of the basic problems inherent in large learning groups-F

"How wide a net should ‘be cast and how large should the opening be?"

MASS MEDIA

The radio, televigion, and the telephone are three of the most

ubiquitous commuitication devices in North America. All thfee of these

O
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have been used for many years to diffuse new medical ihformation to
physicians but it is only r;cently that they héve been adapted to pro-
vide SYStematic instruction. These media provide a way of extending
the range of an instructor to many groups and obviate the necessity of
ﬁorming a specific instructional group at a.specified location with an
Instructor present in pgrson. In some respects, they_have been used
more extensively in continuing medical eduéation than in any'ﬁther sub-
ject area. This is due, no doubt, to‘the fact that the potentiéi partic~
irants are clearly identified and the motivation t6 learn is generally
high. Unfortunately this pattern of instruction has not been studied
adequately.

Radio Conferences:

A most noteworthy innovation In continuing medical education-
has been the two-way radio conference pionee?ed by Woolsey at Albény
College in 1955 (279). In the typical ﬁrogram, rhysicians gather

-around a combination transmittef and receiver.set located in their

. community hospital. Following a brief lecture by medical school. per—

-“éonnel, physicians in the participating hqsbitals take turnsfin sub-
mitting questions and comments to the lecturers. Frequenﬁly, slides
and other supplementary-métefials are distribute& to the hospiualé in
‘advance to be used in conjunctionrwith the program. Initially, 21 hos-
pitais were linked with the médical cbllege. In the foufth year of
operation,.five New Englaﬁd Medical colleges and their affiliated hos-

pitals were participating in the network. Physicians in affiliated
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hospitals were provided with an opportunity to listen and to direct
comments and questions to faculty experts from six different medical
colieges. In 1963, Ebbert (80) estimated that approximately 1,298
physiciané in 36 hospitalé were being reached.by these radio conferences.
In addition, the number of uncounted physicians who listed to the pro- ‘
grams was thought to be considerable. The cost to each pafticipating
hospital in the Albany Network is $70O per year per hospital. This
fee covers more than one hundred.brograms and the supplementary instruc-
tional materials. Woolsey (277) also describes a new program format
being offered co-operatively with six medical schools in 15 participating
states. This program is presented as a medical case which the phy-
siciaﬁs first analyze on a special form listing a variety of possible
tests and procedures. After each participant has decided on his diaé—
nosis and treatmeni, the insﬁructor analyzes.the case and presents his
épproach to the problem. When the presenfatiqn has been completed, phy-
sicians discuss the case management via two-way:radio. Preliminary
studies suggest that physicians become more skillful in their diagnosis
after experieﬁce with this approach to case management.

Farber (95) estimates that more than 800 physicians within a
500 mile radiug are participating in the programs conducted by tﬁe
University pf California School of Medicine. More than 1,510 copies
of.lecture_notes ang case presentatiops are mailed each week to partic-
ipating hospitals. Many hoépitals tape the programs so that physiéians'_
may hear any broadcast at their éonVenience. To date, the findings of

the California experience show that'the'greatest response has been from




general practitioners. Farber concludes: ''medical radio conferences
have been a major step forward in bringing the most recent concepts into

outlying districts with a minimum of expenditure."

There have been few, if any, meaningful evaluations of the effec-
tiveness of two-way radio conferences. The only cbjective evaluation founc
was that undertaken by Richardson et al (201) in 1963. This study at~
tempted to evaluate a radio series through the use of before and after
tests for knowledge gain. Using a sample of 70 voluﬁteer physicians
who had participated 1nlthé program, and a qontrol group consisting of
12 non-participants, Richardson was able to show a statistically sig-
nificant mean score difference of 1.6 between the first and #»:ond testé
for the expe;imental group, and no statistiéally significant difiference
for the control group. | -

The medium of radio has scarcely been used in Canada for con-
tinuing medical education. The only report of a viable program en-
countéred was from the University of AibertanA In 1968, a series of
twentj—one radio seminars were offered. These were considered t§ be
successful, so it was planned to extend the.broadcasts (7). As a part
of its proposed Multi-Medlia Information Retrieval System, the University
of Saskatchewan plans to establish a province-wide radio-telephone
series in co—oﬁeration with the C.B.C. (13).

Madical Radio Network:

Aicken (4) reports the establishment in Boston of a Me@ical

Radio Nz2twork which broadcasts musical programs iﬁto.the participating
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physician's office twelve hours a day. The music is interrupted every
hour by a fifteen to thirty minute medical program to which the doctor
may listen, with three opportunities each day to listen to each of the
four programs cffered.

Telelectures:

A pilot project to provide continuing education to physicians
via telelactures or amplified telephone at the University of Wisconsin
bas been described by Meyer et al (156). Initiated in 1965, seventy
hospitals are linked by private telephone lines to the University Med-
ical Communication Center. The general program format follows that
used with the two-way radio conferences, including a brief lecture with
slides followed by a discussion period. Participating hospitals take
turns submitting questions and comments. In the 1967-68 academic ye;r
80,000 hours of instruction were given with "neither faculty nor stu-
dents moving away from their comPunifies ©r tieir Mealti carme respor
sﬁhilitieiﬂ” Fortney 1:061) reperis tdat the Missowri BMP has established
Va similar telephone netw:rk linking many of the remote hospdtals in
Miésourinwith the university's medical center.

The South Carolina RMP is offering consultant conferences in
the field of malignant diseaseélof childfen via statewide telelectures.
Plans are ﬁnderway to make videotapes of patients as well as of special
diagnostic and therapéutié procédures which will be sent to each of the
participatingihospitals. Simultaneous viewing will then e possible

during the conferences (166).



89

In contrast, Lyons (143) reports limited success in the Central
New York RMP experiment with telephone networks. Among the many tech-
nical problems discussed, he notes that faculty unfamiliar with the
method are often uncomfortable talking to an unknown audience and that
physicians are equally reluctant to ask questions. He notes further
that nurses and medical technicians have made grealer use of the net;
work than have physicians.

Television:

During the past fifteen years; television has probably received
more attention than any other medium. Referring to its use in con-
tinuing medical education, Ohliger (176) states, '"Mass media courses
for the medical profession are bldssoming all over the map, but mainly
in the Unite& Stateé," and he quotes Moses as gsaying, "Educational
television has proven to be 1mmenselyiusefu1.in keepﬂngvdbctors'ébreast
of advances in medical practice..."

Despite all the publicity surrounding its varied and widespread
‘use, closer scrutiny reveals that the use of television has spread
rather slo&ly (193). Moreover, much of what is in use is still exper-
imental (111). Sincé Harris (111) has reviewed so recently the pub~
iished literature on closed circuit systems, this report is concerned
larg~ly with the use of open circuit, standard receiver, and scrambled
or encoded broadcast television.

In 1954 Warner and Bowers (259) reported the first use of open

circuit television in postgraduate medicalleducatioh at the University
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. of Utah. The program consisted of a series of medical clinics and was
telecast over a commercial station in Salt Lake City, that had a range
which included 75 percent of the practising physicians in Utah. 1In
order to minimize public viewing, off air time was used and publicity
was restricted to direct mail to the physiciansf To promote partic-
ipation, an unlisted telephone was installed and physicians were
encouraged to placz questions by collect calls. The success of the
experiment was attestéd by favourable physicién ratings of the program,
high participation by more rural physicians, and no ad&erse c:iticismé
from the lay public. This resulted in the regular use of open circuit
>te1evisign for continuing medical education by the Universit:r of Utah.
After that experiment, Wayne State:University; the University of Texas,
the University of Oklahoma, and others began telecasting simillar pro;
grams on an experimental basis frequently using tapesrmade at the Univer-
sity of;Uﬁah (43).

Commenting on the instructional techniques used in these early
programs, Castle {(43) notes:

While the method of presentation has varied from illustrated

lectures, panel discussions, question and answer periods; and

demonstrations of procedures and patients...the approach most

frequently used has been informal discussion between two

teachers with liberal use of visual aids to demonstrate and

emphasize salient features of the presentation.

A slightlyldifferent approéch'at the UniVersity.of Florida was
reported in 1963 by Michael (158). This program consistéd‘of a grand

rounds type'of presentation in which three local’ physicians served as

one half of a panel in one studio in Jacksonville somE'sixty-five miles
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away, with the other half consisting of faculty memberé located in the
studio at Gainsville. ‘A micro-relay system provided an opportunity

for an exchange of questions and answers following é case presentation
in the Jacksonvillé studio. This approach was felt to "bring‘the
universit& to the bedside teaching' and 1t was concluded that this type
of conference was highly desirable.

In Pittsburgh particular efforts have been made to involve local
hospitals. 1In 1962 a series of regular weekly broadcasts comsisting of
"liwe" grand rounds and c¢lu.ing with a brief medic& newscast was initi-
ated in 29 commumdity hospitals. In 1965, M=zses and Wolfe (167) reported
an expansion of -this program to include 63 tmspitals extending through-
out the tri-state area of South Western Pemmsyivania, :Eastewn Ohio, and
Northern West Virgmmia. In 1967, 70 hespitals were partichpetimg -tn
‘this netwmxk (178).

A televised lecture series called "Boston Medical Réports" was
launched in 1964 téking as one of its principal objectives, "the region-
alizatiqn of medical education by means of'television, expecting it to
become a part of a proposed university without walls." In this network
were stations in Maine, New Hampshire, Massachusetts (209), and more
récently, Rhode Island and-Vermon; (176). One noteworthy element of
the series was the 'Physicians' Notebook for the Boston Reports.”
Intended as a promotional atgractiOn, prior to the telecasts a copy
of a three ringed notebook with informative materials announcing the

- series, its purpose gndfformat was mailed to all potential viewers in
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Maine. Subsequent1y5 supplementary literature accompanying each lecture
was sent to physicians to add to the notebook which could then serve as
a reference source. Another important element of this project was the

effectiveness studies which "provided continuous feedback to pProgram

planners so that they could modify future programs."

Although attempts at an objective evaluation of the series

were hampered by limitations of the research &esigns, it was felt "that
Boston Metical Reports did provide a r=view of medical topics::and for
some viewers, significant: learning did take place." Moreover, it was
felt: =hat "the series lawmched a stromg mumvement smward a ;greatsr use
of mass communication techniques i New: Emgland," “mrcluding the ini—
timton of a similar series entitled "New England Dental Reports for
Continuing Dental Education." 1In addition, it pioneered an effort at
regional co-operation and presently a special package of 42 programs
entitled Medical Reports, Boston, Buffalo, Pittsburgh, is being offered
by the Eastern Educational T-V Network to its member stations.

| The total cost of each program was approximately $4,000 or about
$4 per potential viewer and between $10 and $12 per actual viewer in
Maine. Increasing regional distributioﬁ decreéses costs and‘thg estimates
of the ﬁumber-of viewers per program range from 9 percent to 3§ percent
of the potential physician participants. - Robertson and Pyke (211) con~
clude: "Size of target audience must be WeighedAagainst cost, including
time and effort to produce and b;oadcast télevision programs...If the
targeﬁ 2udience is small; television, a mass medium, may be less-mone-
tarily efficient #nd'educatiqnally productive than pther instructiona%

methods.”



The Oregon Medical Association in 1956 spénsored a broadcast
television series produced by a committee of seventeen members of the
assoclation. By placing this reﬁonsibility on its active membership,
it was-hoped that practitioners would become more involved in planning
their own contiﬁuing medical education. The series entitled ''The
Oregon Medical Review" was broadcast weekly from January to April and
focussed on content relevant to the role of the first éoﬁtact physician.
A study was made through mail questionnaires and follow up telephone
interviews, using a representative sample drawn fmsm the potential
viewing audience of 1,651 physicians. This disclosed that while the
first five programs attracged relatively large numbers.of vievers,
.interest was not maintained. The maximum number of physicians view;ng
any one program was 10.4 percent of the membership. From responses‘
to the teléphone interviews it appecared that.the involvement of the
membership of the Association in programming was achieved in‘theory 6n1y,
perhaps "bécause the television committee...in their concern to get the
job done, permitted the development of an organizational structure that
was just as distant from the average member and involved just as
hierarchic patterns as the sponsorship of other programs of continuing
medical education.” Moveover, it was found that the program »lanners’
frequently used individuals who were-ﬁnéble to adapt to the television
medium.  Even more.important, was the failure to identify gpecific
instruétional objéctives for each'program. In conclusion, Meighan and

Treseder (153) noted: "The medium provides a means whereby programs of

93



94 .

continuing medical education may be distributed wis
some outstandingly attractive features. However, :
ucatioﬁai effectiveness is réquiréd to show that't]
tractions are not illusory." |

In 1963, the New York Academy of Medicine 1
open circuit television its weekly Clinical Scienca
sicians. The purpose of this project was "ﬁo ascel
ability and effectivenéss of television as an addit
continuation medical education in a metropolitan al
Peated pclls, the size, composition, and opinions c
ipating in the program wefe studied. In additién,
determine the impact of the program on its audience
information test which was administered to iOQ wviex
viewers covering a period of ffom Ffour to eight mor
sentation of selected programs in the series. Wh:
thié study were somewhat clouded by time wariables.
dicated that no specific iearning could be demonsti
mulatively, polls revealed an audience averaging‘OI
cf the potential viewers that was attracted to the
(148). Considering the expense and effort, so smar
not Jjustify continuing the program, so it was term:

Fahs and Miller (94) described the evaluat:
broadcast in the state of Minnesota between 1967 ar

nine programs of the series were analyzed from thre
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1) the accuracy and recognition of scientific information; 2) the success
iq communication; and 3) the relevance of the programs to the care of
patients. Four panels of physiciaﬁs who were specialists in thé areas
covered by the programs were selected to make the evaluation. A compar-
ison was made also of the actual and potential viewing audience ''with
information on why physicians did not watch and what ;nsights came to
those who watched."

. 5ince objectives fer specific programs were not cleariy defined,
the panelists were hampered in their atteﬁpts to evaluate them. 1In
general, the scientific content of the series was judged tc be adequate,
reliable, and accurate. With respect to communication and technical
production, the comments of the panels ﬁere unmistakably negative. As
one panelist put it, "These gentlemen communicating with each other about
their own habits of ﬁ;actice just don't convince me that I wgnt to emulate
their style."' Another cqncludgd, "One program could have been put on
audio alone with no need for vision. The appearance of the panel, unless
its personalifies are dynamic, is less than worthless.".

Comments from viewing physiciane suggested.that "a considerable
amount of program testing occurred; and where one program was useful to
the physician in his practice, he tried others. Conversely, whgn he re-
ceived no benefit he.quit watching. And the more programs the physician
saw, the clearer it was that he was getting something out of the series."
The major reasons givén by phyéicianafor not .viewing were: not knowing of
the program's existence, forgetting to watch, or being too busy. Some

~also indicated that they preferred to watch the ten o'clock news. The
authors conclude: | |

ERIC

IToxt Provided by ERI
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No one doubts that continuing medical education through tele-
vision has_potential. However, few believe that its full
potential is presently being utilized, and virtually all are
willing to experiment to some extent. This evaluation reaffirms
such generalizations and hopez that continuing effort be
applied to both new and old methods.

A number of medical centers in Canada have reported some ex-
perimentation in the use of broadcast television for continuing medical
education (11, 119, 253). - The general impression gained from the .
literature is that most Canadian productions have followed the typical
American format: namely, lectures or panel presentations followed by a
brief question and answer period. As In the United States, the prob-
lems of techniecal production, costs relative to viewership, and diffi-
culties in evaluating the worth of televized programs, have been
identified as the major obstacles in the use and expansion of the

- medium (119, 253).

Encocded or Scrambled Broadcast Television:

Whilé no studies encountered to date have revealed specifiq
reactions from lay viewers, the question of complete professional
privacy is still being.debated within the medical profession-(263),
and this has resulfed in a network of medical schools and affiliating
hospitals in California using scrambled or encoded broadcast tele-
vision (30) (165).
Under this system, the picture appears on the standard tele-
visionrg;;een, but in encoded férm thus preventing public viewing.
Decoding or unscrambliﬁg;is accomplished by a modified receiver.

Because these decoders are still relatively expensive they have been

placed only in the affiliating hospitals in the California experiment.




This is believed to have several advantages: 1) it makes the communi
hospital the center for continuing medical education, 2) it makes fe-
ible an accurate record cf the number of vieweré of each program, anc
3) it makes it possible for the universities to charge a tuition fee
for participation in the network, which in turn makes superior prod-
uction techniques possible (30).

The sucéess of an initial pilot proiect iinking 15 community
hospitals with the University of California in.1965, resulted in the
expansion of the number of participating hospitals and the merging-of
six major medical centers and their television facilities to form the
Medical Television Network (MIN) for the production and distribution
of televized programs. At the end of the second year of broadcasting
Brayton et al (29} reported 72 hospitals par;icipating in MITN with ar
additional 18 hospitals participating in a video tape distribution
system whereby hospitals received the programs on cne inch videotape
which could then be played on relatively inexpensive video recorders.
Through a contract with the United States Public Health éervice, the
MTN is currently operating with a brofessional staff and facilities,
consequentlj, the quality of the programs has been greatly improved =
the tuition charged hospitals has been lowered substantially. Aﬁtenr
dance data shows that MIN broadcasts are reaching some 750 physician
viewers each week énd that approximately 28,000 hours of instruction
are provided in the 38 prbgrams offered‘yearlj. .Since.most of the prx
grams have generalists as their target audience, it is not sursprising

that the greatest number of viewers have been géneral practitioners &
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internists, with sbecialists in the na- :ies being the

least motivated to participate. In 1 + el al (30) reported

that:

the MIN videotape reduplication and distribution system has
been re-organized to combine the Southern California tele-
vision resources with those of a similar encoded network in
San Francisco for Northern California...The resulting videotape
distribution system, now called the California Medical Tele-
vision Network will reduplicate and pool the outstanding
programs broadcast for medical and paramedical education in
each area and regularly distribute these to participating hos-

-pitals...In this way, the combined medical faculties in the

most populous state will form the academic base for continuing

- medical and paramedical education using the newest television

modality.

Despite such optimism regarding the future of encoded broadcast

television, in a recent report of an evaluation of four programs spon-

sored by the Northern California Network, Mock et al (165) concluded:.

While most of the assessment techniques in this study encoun-

‘tered serious sample depletion, given this limitation...

virtually no measurable changes in either behavior or infor-
mation level were found which could be directly attributed

to the programs...It was noted that two hospitals changed
their infection control procedures, but does this make the
series worthwhile? The answer to this question would require

- an objective comparison between postgraduate medical television

and other teaching media. The studies which will provide an
angswer to this question remain to be done.

More pointedly, Lauler (55) concludes: '"The exploitation of

a given medium without leveraging its advantages in juxtaposition to,

other media doomed the television medium to failure...The major Llimi-

tation of the production.of television or movie material resides in

the software aspect.”

Slow Scan Television:

An experimental project currently planned at the University of



Wiscoﬁsin will use slow scan television carried by a telephone and radio
link from the classroom at the Medical Communicationc Center to four
small'community hospitals.with reception facilities. As described by
Meyer et al (156):

Using this medium still snapshots are transmitted over ordinary
telephone wires thus aobviating the need for expensive co-axial

or microwave relay systems. Special receivers store the pictures
and release them approximately eight minutes later...Thus the
participants in the community hospitals have the live voices, -
the slides, and other visuals used during the conference as well
as the still pictures.

Other attributes which make slow scan teleVision attractive are:

Its ability for random access information retrieval so that 5,000
hours of instruction and 10,000 visuals can be stored, retrieved,
and shown in remote points. In addition, it holds the ability
" for hard copy printout at remote locations so that printed infor-
mation inserted at one end ¢f the system can be faithfully re-
produced at the other without teletypewriters, a sort of long
distance Xerox Machine.

SUPPORTING DEVICES

The supporting devices reviewed here are those educational
technologies which have found their greatest use az quick information
sources, or as a means of self instruction.

Motjon Pictures; Videctapes:

Probably the most significant development in the area of films
has been the establishment of a Single Concept Film Service offered by
the University of Wisconmsin. Community hospitals are provided with a

small portable projector along with single concept films on neﬁ medical
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techniques which are on loan for six weeks. Each film runs from six
to ten.minutes and contains only essential information. When the user
presées a lever the picture an’ 1d start immediately. .Siﬁée the
film is self re-winding, he ¢ =~ ~ the film a second time merely by
pressing the lever again. Meyer et al, (155) report that a series of
six films are in circulation among 47 hospitals in Wisconsin. A recent
surVe§ %ased on approximately 1,600 questionnaire responses from prac-
ticing physicians fevealed that 93 percent of the re5pondents felt that
the films provided useful medical informatioﬁ.

According to Wenrich (263) pharmaceutical companies have also

produced a number of films and TV kinescopes which are loaned to hos~

pital and medical groups. The Upjohn Company has produced a series

called Grand Rounds on 16mm film which is available through its regional

offices. Similarly, the Roche Medical Laboratory produces videotapes
for its "network for continuing medical education’ which includes hos-
pitals across the country.

Audio-~Tape Recordings and Disc Services:

Probably the oldest and most established tape recording sub-
scription service in‘operation is Audio Digest, a non~profit subsidiary
of the California Medical Association. Oakley (175) reports that some
30,000 tapes are sent egch month to subscribérs in the United States,
Canada, and overseas. These tapes, ranging from one half to oné hour
in length, represent edited portions of léctures,lpanels, discussions,
and symposia published in current literature. The areas of medicine

«éovered_by_;his service include general. practice, internal medicine;



surgery, obstetrics and gynecology, pediatrics, anesthesiology, and op-
thalﬁology. Important meetinys are also taped and sent to subscribers.

Wénrich (263) reports that Excerpta Medica has begun producing "Voices

of Medicine" weekly tape reccrdings of abstracted literature
and feature presentations on selected subjects. The American College of

Cardiology, in collaboration with the Radio Corporation of America, has

begun a monthly tape service called Adcess Library Service focussing on

subjects which have the greatest relevance to the practice of cardiology.

(146).

While the aim of these services is to pfofide a way that busy
practitioners can acquire information by listening in their homes or
while driving to work, reports suggest that only a cértain proportion of
physicians are aﬁtracted to this process (4, 37, 263). A stndy reported
by Aitken (4) found that of the 655 tapes reﬁuested and sent out in 1961,
29 users who took ten or more tapes eéch year used 513 of fhe.tbtal.
Another finding of interest was that 60 percent of the tapes requested
went to general practitioners in the country or small towns. In 1962,
the'Canadian'College set up a disc service using twelve-inch long-playing |
discs in which ‘the members of the service retained their own recordings.
This proved extremely popular, and by 1963 a nﬁmber of listening groups
had formed.

According to Harris (111), Smith and Holst Incorporated in
California have developed a series of illustrated medical lectures using
both film strips and tape recordings Produced by Loma Linda University

School of Medicine. These lectures range fron anesthesiology, internal

-



medicine, obz#eirics, cancéf, and cariovascular disease to urology.

Abrahamson and his colleagues (3) at the University of Southern
California report a recent evaluation of a special self-instruc;ional
daevice combining a seven inch record with a film strip. 1In this study,
100 general practitioners selected by stratified random sampling in the
11 Western states served as the experimental group while another 100
served as controls. Fifteen programé were circulated to the physicians
participating in the study. Assessment procedures included: 1) post
tests of information;vé) pre-and-post project questionnaires assessing
"communication behavior' and program acceptability, and 3) interviews
of a sample of the physicians to validate questionnaire responses
and to augment the déta. Analyéis.of the data revealed a sigﬁificant
. écquisition of information on all programs; high acceptability of thé
approach, but no significanf change in "coﬁmunication behavior" (defined
in this study as '"the way in which physicians attempt to obtain con-
tinuing éducation").

In keeping with his basic philosophy fhat learning should be
both fun and chalignging, Woolsey (277) is developing a medical jukebox
vhich will offer physicians 160 six-minute 33 1/3 rmp records, totaling
16 hours of instruction. To illustrate the spoken word, two dial—aécess
Carousel projectors have been integrated into tﬁe jukebox mechanism so
that two by two inch color transparencies are automatically synchronized
and projected. If the doctor has é'question which the jukebox can not
answer, a tape recorder will record the question with the physician's

"name and address, and it will then be answered by return mail. Anothér



interesting feature will be that the user will be asked to evaluate fhe

. material presented at the conclusion of each record, rating it---very
helpful; helpful; -slightly helpful; or no help, by punching an apﬁroe
priate buvtton on the machine. Also being considered is the inclusion
of an option that would require the physician to drop a quarter in the
slot im order to get his program. _At its conclﬁsion,:he would be asked
a relevant question and offered four multiple choice answers. By pushing
the appropriate button he would indicate his choice and if his anéwer is
correct, his quafter is returned.

Mediphone Services:

In 1966, the University of Wisconsin pioneered a non-computerized
Dial Access service. The objectives of this project were: 1) ﬁo make
available current authoritative information twenty four hours a day for
use .in emergency situations, and 2) as a metﬁod of updafing medical.
information. Intended strickly as a quick source of refereﬁce each tape
is five to six minutes in length. When the physician wishes information
relevant to any of the 230 subjects listed in the directory, he merely
dials the toll free number designated, and requests the tape. In an
average of twenty seconds after receipt of the cail the tape is played
for him over the telephone line. A preliminary survey in 1968‘rEVealed
that: 1) such a library had equal appeal to general praéﬁitioﬁer and
specialist in both urban and rural areas; 2) a significant number of
physicians used the service as long as promotion was reinforced fre=.
quently, vwhile a small number of‘practitioners used the library as an

éatablished.source of information retrieval; and 3) a significant pex-
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cent of library ulilization was for continuing education, that is, re-
view, or updating knowledge or gaining new medical information. On
the-basis of these findings, Meyer et al, (157) conclude:' "ﬂhether on
the basis of popularity or evaluation_data it appears that therg ib &
sufficient degree'of entﬁusiasm for this means of information retrieval
and that the dial access libra¥y concept can be expected to experience
rapid growth." Minnesota and Nofth Dakota are linked to the Wisconsin
Library using their own separate commﬁnication systems.

In Canada, the Uﬁiversity of Saskatchewan has recently initiated
a Dial Access Service. To date, '"Three ﬁundred and six five-minute
messages have been received froﬁ Wisconsin and booklets listing vitles
have been distributed to all Saskatchewan physiciaﬁs. Twenty new scripts
for messages have been completed by Saskatchewan specialists and twenty
more are in preparation;" Utilization of the service is reported satis-
factory to date (13).

The Missouri RMP has sponsored the development of a Dial Access
Library which differs from the Wiéconsin-Library in. that the system is
computerized. According to Fortney (101), "this makes the .service
chepaer and more efficient, eliminating the factor of human error." A
nuﬁber of medical specialists are helping to test the system by evalu-
ating the messages from the experts' viewpoint and advising where cor-
rections are required. Under the Alabama RM?A;he Un;versitfgof Alabama
has recéntly become fhe héadquarters for a "wide_aréa telephone system"

. ——

providing live telephone consultation services for physicians in widely
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scattered rural and semi-rural communities and their hospitals. Called
MIST, this project is reported to have served over 900 consultations re-
quests from all parts of the state in a six month period. srown and Uhl
(32) report that both community physicians and faculty have found the
system both feasible and useful. |

Correspondence; Programmed Instructiion:

In 1962 the journal Spectrum published an article on programmed
learning along with é ﬁrogrammed sequence on how to read an electro-
cardiogram on myocardial infarction. The issue was circulated to 225,
000 physicians in the Unites States, of whom 50,000 replied with a
"blanket endorsement of fhe program.” As a Tesult, a longef program
on allergy and hypersensitivity was made évailable to physicians on
request. Balson (18) reports timat this program is in use in 81.3%
of the Ameri#ican medical schools. *

In 1964; Spiegel (234) reported a éubjective evaluation of a
course on Diébetés Control taught by programmed instruction on a teach-
ing machine. Of the 78 physicians who completed the course, all felt
it was a meaningful program. In comparing this device with other ed-
ucafional techniques, fhe-physicians strongly endorsed the teaching
machine approach. On the basis of post program interviews and follow-
up mail questipnnaires;Ait was. estimated that two thirds to three
quarters of the physicians who completed the program have modified, or
will modify, thefir diagnostic and/or treatment practices with diabetes

as a result of having participated in the course. Programmed instruction
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like correspondence studies, appeai. to have found its greatest use as
a supplementary device used in conjunction with other forms of instruc-
tion (54, 59, 61).

Computer Assisted Instruction:

Computer assisted instruction (CAI) in medical education is still
in its infancy. Paxton (180) reports that ‘a number of diversified medi-
cal cases have been computer programmed by éhe University of Illinois.

A physician with an interesting case can questiop_the computer in his
own words and-the imaginative brogramming enables the computer to pick
out key words in the doctor's statement for which it then provides the
the apprepriate answer. Also under development are several computerized
self-testing programs. Although these are still expefimental, it is
planned that they ﬁill be expanded to include continuing education héok—
ups with some outlying hospitals. |

Ohio State University has some tutorial evaiuation programs -
routinely available to medical students and by telephone lines to phy-
sicians in ten area hospitals. The equipment ié less.e;aborate in that
it uses teletypewriter termigals instead of TV display screens. The
teleprinterbigﬁéugmented by a slide projector'with coloured slides and
the computer instructs the Qaer When to view a particular slide. The
learner takes as long as he likes to examine it then types the reéponse
called for by the program.

The University of Oklahcma tested a variety of computerized

teaching programs between 1965 and 1968. Harless et al (110) report
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thg findings of one study involving fourteen practising physiciané who
attended a one week course in clinical anesthesiology in which a ;ne
hour CAI lesson”was included. Data showed that fhe physicians' atti-
tudes toward CAI, educational television, and programmed instruction
texts were comparable before exposure to CAT. After the CAI lesson,
attitudes;toward CAL were significantly more positive thén wereiatti—
tudes towards either educational teievision or programmed instruction.
At the University of Southern California, Abrahamson et al (3)
have produced a coﬁputerizmd learning aid called Sim One which is a
realistic ﬁannequin upon which ph}sicians may learn how to carry out
endotracheal: intubation. The computer is programmed so that the manne-
quin reacts physiologically to various drugs or treatments which may
be administered. ContinuOus{graphic displays show the changes in blood
pPressure, pulse rate, etc., thereby depicting the manhequin's reéponses
to treatment. Wires run from strategically placed magnets and sensors
in Sim One through a large cable to the coﬁputer and to the instructor
at a controi console through which the instructor is kept posted on
the physiciaﬁ's progress in leérniné. In one study of skillvacquisition,
the learning rate of ten new anesthesiology residents was compared.
Five of these experienced conventional instructiqn and.five learned the
technique using the mannéquin. Findings revealed that those who used
Sim One took an average of 30 attempts over a period of 45.6 days to
achieve nine out of ten professionally competent intubations as compared
with 60 attempts in 77 days for the control group. There are plans to

develop refinements of Sim One  for teaching other specific techniques to
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medical and paramedical workers. Pamtén (180) in&icates that the Sims
"can shorten the time required to teach manual procedures in almost
every phase of medicine."

Allen and Ottem (5) report three experimental programs utilizing
audid respoﬁse computer services. One is a drug compatability program
in which the input is a pair of drug codes and the output one of four
compatabilities: 'yes", '"no", "conditional, or "unknown." The second
program is a burn formula prograﬁ which calculates the proper iﬁitial
qﬁantities of electrolytes and fluid required in treatment. The fhird
is a symptom diagnosis program that 1s augmented by diagnostic data in
the literature.

A similar but more sophisticated computer program is reported
in operation at the University 6f Missouri. ‘This program, called ‘
Consider uses cathode ray tube (T;V.) input-output terminals. The -
major weakness is the absence of printed output which could be fequired
for legal reasomns or for a patient's record.

The cost éf these programs .is reported as reasonable. Allen 2nd
dtte@ (5) estimate that:

The intravenoué'additive pfogram éosts under 35 cents for each

run. plus $10 per month for program and data storage. The burn

formula program which is purely computational, costs roughly

50 cents per use plus $1 per month for required storage. The

diagnostic assistance program costs about 40 cents per calcu-

lation plus $2 per month for storage.

They suggest a feature ﬁhichrwould éreatly improve computer pro-
gramss

Access to data bases from various authorities for controversial
subject areas.. This feature would give a computer network some
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of the flexibility now offered to the physician by having
several medical textbooks, journal articles, and scientific
documents available on particular topics.

ORGANIZATION FOR INSTRUCTIONAL TECHNOLOGY

A number of recent articles provide evidence of attempts to
create proper facilities and environments for the effective use of mass
me;ia in continuing medical education, Aloo being discussed and imple-
mented are centrolized systems to expedite the dewvelopment and dis-
tribution of instructional materials and devices on both regional and
national levels,.

Regional:

ln 1959 the Universitylof Utah developed an Audio—ViSual Kit
which could be shipped to physicians in.rural communities. Contained |
in the kit were medical discussions on long play records, accompanying

”gscripts, and colou;ed slides. This mail service brOVed successful so
other organizations developed similar pfograms (232). The University
of British Columbia is developing'a Mobile Van Service (164) to pro-
vide a multi—media approach to continuihg education for physicians and
members of the allied health professions in British Columbia, particularly
those who find it difficu]t to leave their practices.”

The Alaska/Washington RMP is developing a unit which will produce

~and oo-ordinate all educational materials for projects in the two state
region. It is‘éﬁticipated that‘gfeater efficiency will be achieved

and considerable money saved by centralized production. More partic—
ularlys hawever, the main emphaSiB of this unit will be to "provide up

]:R\ﬂ:o date information to the more. isolated rural physician by way of

Aruitoxt provided by Eic:
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modern communications technology (138).

Cooper (63) reports the establishment of an Office of Audio-
Visual Education in the Health Sciences Center at the University of
Colorado. With the University's muiti-disciplinary student laboratories
(unit teaching laboratories), and the newly constructed Office of Research
in Health Science Education, it will serve as a central source for pro- -
duction, distribution, and evaluation of multimedia programs for the
Colqrado/Wyoming ﬁMP. Among the many educational approaches which have
been explored, two proposed pilot projects are of particular interest.
The first is a videotape exchange program among hospitals within the
Cclorado/Wyoming region whe:eby videotape recordings made by the clinical
staff of hospitais wlll be exchanged on a weekly basis. The second will
be the production of a series of single~concept films and filmstrips.on
oral cancer, the audio portions of which will be capable of alteration in
such a way that the same films and filmstrips will serve dental hygenists,
nurses, physicians, dentists, or patients. |

| The University of Saskatchewan (13) has decided that its major

focus for the next several years will be on the deVelopmenf and promotion-
of improved "Information Retrieval" methods, and a four stage program haav
been outlined: 1) to assist community hospitals in gheir efforts to pro-
vide improved library facilities; 2) to encourage and assist physicians
in the imprOVementvand expansion of direct telephone consultations, 3)
to establish Dial Access Telephone Library facilities; and 4) to assist
base libraries in their efforts to provide rapid and efficient subject

and bibliographic retrieval by both manual and automated means. Efforts

to develop each phase are proceeding simultaneously.
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In the Albany RMP, community hospitals are being developed as pro-
totype learning centers for the use of newer instructional technology.
These are being set up in three sizes: tus xnallést are for hospitals
‘with staffs of up to twenty doctors ani “canire Sound tapes, telephone
dial access programs, radio receivers which will allow two~-way radio
conferences, and other related visual materials. The mediuﬁ sized cen-
ters for hospitals of from twenty to fifty physicians will include in
addition the medical jukebox. . The largest hospitals will have videctape
Projectors as well. These learning centers are being established either
as an integral part of the médical Iibrary or are located adjacent to a
library and are under the continuous supervision of library personnel:'
According to Woolsey .(277),

Medical libraries can no longer exiét Just for the sforing and

retrieval of printed information. To be really useful, a medical

librarian should be on hand as an instant consultant. If what
you need is not immediately available, the librarian should dig
it out quickly or the impulse to learn may be lost.

Similarly, Castle (41) reports that the Inter—mount;in‘RMP staff

have helped to organize the following learning resources in the major

community hospitals:

Conference Room Equipped With: ‘Established
Usual teaching aids........................... 18
Audio playback AR R R L 10
Television playback facilities Cteceteansennss 4
Iwo-Way Radio Coénnection with the University

Medical Center St ettt ittt it 32

Medical Library and Exchange System with

University Resources I
Audited Medical Records System, Integrated

with Educational Programs (PAS MAP) ........ 9
Medical Education Co-ordination, or Core

Faculzy e R R R 5
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National:

As the various medical centers became increasingly involved in
producing programs for television, the neéd for a centralized agency to
co~ordinate programs and film exchanges has culminated in the establish-
ment of a National Association of Medical Television Broadcasters in
1965 with headquarters in Utah. The objectives of the Association are:
1) to promote the use of broadcast television as a medium for continuing
education, and 2) encourage wider co-operation in program planning, pro-
duction, and distribufion. At the moment, videofapes are readily avail-
able through the services of this Association (AMTVB) and according to
Brayton et al (29), "any medical school or organization having access
to an ETV station or link up with such stations can now initiate its
own postgraduate medical television broadcast series at minimal cost."

The National Medical Audiovisual Center (NMAC) in Atlanta,
Georgia, lends more than 93,000 audiovisual items eagh year to members
of the health professions. The Center is‘said to haVe'the world's
largest medical audiovisual .collection‘ In addition, the NMAC produces’
all types of audlovisual materials for health professioné and serves as
an international clearinghouse for biomedical audiovisual.information
(172). | |

The Medical Literature Analysis and Retrieval System (MEbLARS)
18 a.computerized bibliographic system developed by the National Library
| of Medicine. ‘Im use since 1964, this system indexes.the’major medical

journals using a computer to store the information. 'Index Medicus is

printed directiy from_the,computer,'thus by scanning the subject section
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of this listing. a searcher may determine whether his field of interest

is adequately covered by MEDLARS. If so, MEDLARS will retrieve the
literature relevant to his specific request. Lancaster (136) reports that
"over 3,000 demand searches afe now formulated annually at the National
Library of Medicine. Additional searches are being handled at regional
MEDLARS centers in the United States, the United Kingdom, Sweden, and
more recently in Canada." Although not without its limitations, MEDLARS
offers the most extensive and quickest indening service presently avail-

~ able on medical literature.

The Interuniversity Communications Council (EDUCOM) was organized
in 1965. It represents not only the health professions, but also a variety
of university disciplines equally interested in developiné and'sharing
resources in higher educatien. Although beginning with representatives
from eight universities, Miller (162) reported eighty-eight participating
universities in 1968. Future plans of this organization include the
development of a multimedia electronic network‘whieh will facilitate
sharing of resources and accelerate information processingf In medicine
this will provide rapid access to specialists when their a&vice is
needed. The feur criteria followed in developing the network ere:

1. That it be interdisciplinary for all fields and not only
for the health sciences.

2. That its services be available everywhere in the United
States, and eventually, by extension, everywhere in the
world.

3. That it be a multimedium network, not limited to computers

- or facsimile transmission of documents or television or
computerized program instruction, but including all media
of educational value which can be put on an electronic nete-
work.

4. That whenever feasible, all materials be available rapidly
on demand, when desired by the use .
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CHAPTER V

EVALUATION

Since the primary objective of continuing education in medicime
is the achievement of learning that will result in improved patient care,
it is necessary to evaluate program activitiesf As Abrahamson (2) has
stated, evaluation is a "continuous process based upon criterié co~
operatively developed, and is concerned with the status of, and clianges.
in behavior of the learners." 1In theses terms, evaluation has not been
an integra; part of continuing éducatioﬁ in-mgdicine although it is now
becoming a matter of concern. There has been An increase in the number
of evaluation studies found in the literature over the past few years
but most of these suffer from inadequate.design and measurement so that
the results achieved are largely inconclusive. Such evaluation as ﬁas
been reported is principally subjective but there is a promiéing in-

crease in attempts at the objective assessment of learning.

SUBJECTIVE ASSESSMENT

.

Next to attendance records, the most commonly reported form of

evaluation is the follow up questionnaire which solicits participant

opinion with regard to a program (2, 220, 241). The information usuvally -

sought includes why physicians attended, their'imptessionsland opinions
with respect to various aspects of the program, and whether they felt

they échieveﬂtheir objectives. .Since these instfpmentq solicit unver~
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ified subjective opinions about an educational event they are oft=n
referred to as a "hapiness index" or opinionnaire. While such instru-
ments may be useful in planning future courses, they provide no evidence
that learning really occurred. Donnelly and Natfulin (77) report an
experiment which illustrates this point:

We recently conducted a somewhat limited study of the validity

of the so-called happiness index. An actor was hired and pro-

grammed to speak incoherently on a topic of interest to medical

educators...His name, erroneous titles, and degrees were included
on the program seminar. He gave a highly technical presentation
which consisted of nothing more than mere double talk. He spoke
on a subject about which he knew nothing. An analysis of the sub-
stance of his presentation indicated that it consisted primarily
of unrelated examples and a few good jokes. TFollowing this very

“entertaining" lecture, the audience (consisting primarily of

instructors...). was administered a replica of one of the hapiness

questionnaires...Without exception the group rated the lecture
and ensuing question and answer period highly in every respect.

They found it interesting, informative, and stimulating...

In other words, the medical educators in attendance were very
happy with the insfrhctional experience despite the fact that the pro-
grammers had minimized the learning component. While this is obviously
an extreme example, most writers agree that it is not sufficient to con-
‘sider a program successful simply "because attendance is high and com-
plaints are low" (27). More recently, various modifications of the
happiness index have been reported. Levinson (140) evaluates his one-
week health seminars by having participanté rate each lecture and all
other aspects of the seminar on a five-point scale. _They are also asked
" to comment freely aboﬁt the experience and to add additional comments to

the evaluation sheet at the end of . the week. Six months later, th;ough

a mail questionnaire, each .participant is again'askei to evaluate the
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experience. This =ime = is asked what he thinks he learned at the
seminar that was mwst Mueful to hip, what was least useful, how he
applied what he learnef, and wrhat problems he had‘in their application.
Although Levinson i3 ntt entir=iy satisfied with this procedure of eval-
uation, he reports consmructimesfeedback and specific examples of changes
in medical practice wmirh physifcians have attributed to course attendance.
From the field of public‘health, Parlette (179) reports experi-

mental studies using paired questionnaires, one answered by the partic-
ipant concerning change in himself as he perceives it, and the other,

. by his superior. The hypothesis is, "that the deeper the individual
insights are, the more likely change will occur and be:recognized by
his superiors.and therefore the participant's reported change is more

valid."

Another §ariafion of the opinionnairé is the use of a persomal
interview with smali randoﬁly selected groups of participants prior to
and following eacﬁ session of the program. Meyer is quoted by Vaneslow
(254) as saying that "this technique is-eiéeedingly useful in éliciting
pertinent and candid couments from participants."” |

Dohpef ggﬂg;,'(75) devised an instrument which can be used as an
index of the effectivenesé'of short courses. This is a.mbtivation scale;
consisting of a set of bi-polar adjectives designed to assess the degree
of enthusiasm or motivation as judgéd by the learners'-perceptions of
the general vélue and relévance'df course objectives and content in
meeting théif learniﬁg needs. :Evidence of the reliability of the instru-

ment was_proﬁi&e&fby'cnrréiating_gach scored ;tem‘ongthe scale with
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participants' questionnaire responses. Although the results from one pre-~
liminary study indicate that the scale with further refinement‘could pro-
vide a valid.instrument, the extent to which the scale predicts changes
that actually occur in a participant's subsequent béhaviorvhas yet to be
validated.

Although the "happiness index" or opinionnaire has no validity
or reliability it 1is exceedingly popula; with program directors even
though it is of no real value as a judgement on a program. It would be
advantageous if ail of those in continuing medical education could work
together to develop some standard objective instruments to assess opinions
about their programs. This could be done with less trouble and expense

than is now wasted individually on invalid subjective measures.

OBJECTIVE EVALUATION

The use of objective measures for evaluation is increasing. Such

measures can provide hard data to assess whether programs are achieving

their objectives and enable program planners to work with greater security

that the evaluation has some validity. Objective instruments have been -

" constructed to measure specific content material acquired; attitude devel-~

'Opment or change, feelings about instructionai activities, job perfofmancg.

and patient care.

Testing for the Achievement of Learning.A

The pre- and post— design using paper and pencil tests has become

'zairly common in continuing medical education.; A number of writers con~
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sider that the practice is reasonably well accepted by physicians (244)
(271). Since ﬁost of these tests are teacher-made and based on specific
information the practitioners are expected to learn, the results in no
way identify what the physicians actually do learn. Furthermore, studies
have found that neither knowledge gain nor satisfaction necessarily en-—
sure desirable changes in behavior.

An evgluation of an intensive psychiatric and neurology review
course reported by Natfulin and Ware (170) is interesting in this re-
gard. In this study, the ekperimental population consisted of twenty-
two psychiatrists enrolled in a program. Twelve qf the group were stu&ying
for specialty boafd exaﬁinations while another ten constituted a control
group who were studying for'certificafion through traditional self-study
methods. Therfour evaluation téchniques used were: 1) simulated American
Board examinations; 2) multiple choice examinations; 3) interviews; and
4) satisfacﬁion questionnaires. As hypothesized, those in the course
passed the board examinations atzlproportioﬁately higher rate than did
the controls, and expressed a higher level of satisfaction with their
boaxd preparation. There was no significant.change in the mean scores
for those board examiners and experts who.also took the test;. On
fhe basis of these findings, these researchefs conclude:

While the debate over peer review, mandatory continuing ed-

ucation, re~certification, and serial certification programs

become hotter, medical education must develop more effective
evaluation of the relationships among continuing education,
specialty "’ skills, and clinisal competence. If continuing ed-
ucation interests correlate with clinical needs in both::geo~

o graphic and specialty areas of medical practice, more agree~
-'ment may be reached as to what clinical competenCe is... o
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In this respect, Miller (161) identified the critical components

of clinical competence pertaining to orthopedics through an analysis of

over 1,700 critical incidents contributed by practising orthopedists.

Since these competencies are relevant to most areas of medicine, and

with additional refinement could be used as the basis for defining measur-

able behavioral objectives in most fields of practice, they are re-stated

here:

1.

7.

Skill in gathering clinical information:
a. Eliciting histerjical information
b. Obtaining informatiom by physical examination

Effectiveness in using spécial diagnostic methods:
a. Obtaining and interpreting x-ray films
b. Obtaining additional information by other means

Competence in developing a diagnosis:
a. Approaching diagnosis objectively

*b. Recognizing conditions

Judgement in deciding on appropriate care:
a. Adapting treatment to individual cases
b. Determining extent and immediacy of therapeutic needs

Judgement and skill in implementing treatment:

a. Planning the operation

b. Making necessary preparations for operation

c. Modifying operative plans according to situation

Effectiveness in treating emergency patients:
a. Handling patients

b. Performing emergency treatment

Competence in providing continuing care:
a. Attention postoperatively
b. Monitoring patient's progress

" Effectiveness’ of physiCian—patient‘relationships:
a. Showing concern and consideration ‘

b. Relieving anxiety of‘pétient and family

- Accepting responsibility for the welfare of the patient:

a. Recognizlng professional capabilities and limitations
b.. Relating effectively to other med;oal persons :
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Using this scheme, Miller and his colleagues then undertook a
systematic review of both the oral and written part§ of certifying exam-
inations for the American Board of Orthopedic Surgeons. This study
revealed that tests in both subject matter and professional skills were
incomplete and spotty. Accordingly, a new certification program was
developed using Fhese defiﬁed competencies as the basis for test con-
sttruction. |

The study by McGuire and colleagues (149) illustrates another
well known problem of educational testing, nameiy: that loss of skills
almost always occurs unless periodic reinforcement is provided to main-
tain the skill. Using one control and four experimental groups of 30
to 40 physiciaps, the étudy sought to determin‘e gain and retention of
auscultato;y-skillé in physicians folldwing a twelve to twenty hour ‘
intensive course. Prior to imstructionm, botﬁ the control and experi-
mental groups were pre-tested on the identification of fifteen unknown
‘heart sounds. Immediately following the instructional program, the ‘
four experimental groups were re-tested. At this time, a review of
hospital charts was undertaken for the control group and one experi-~
mental group to assess thé information recorded on patients hospital-~
ized with cardio-v;sqular proBlems. On the test administered immediately
following the course, the experimental groups shoﬁed statistically sig--
nificant gaiﬂé compared to the control group. At six months,:ﬁowever,
the mean scores were not signific;ntly different from the mean score of
the pre-test. beeévér,.ghart reviews of both the controls and expefi-
" mental é:oupsishowgd ﬁo'skgnificant'd;ffergﬁcézin tﬁe’rECording of

Cardiaq'findihgs;_ 



Richardson (201), using a study similar in design to that of
the McGuire group, was able to demonstrate some auscultatory skill re-
tention with two groups of physicians (N=16 and 15), and with a third
group, (N=15), a ﬁean gain cf from 6.4 to 12 six months after training.
He attributes these differential findings to the intermittent training
schedule used in his study as compared with the intensive one session
course pfoﬁided in the McGuire study.

A number of exploratory studies using thé pre and post test
design to measure attitude change are reported from the field of psy-
chiatry. Zabarenko (281) concluded that ''the results are tantaiizingly
suggestive but far from coherent." Tucker et al (249) in a longitudinal
study-of 219 volunteer flight-surgeons'used scaled questionnaires to
measure attitude change following a six montﬁ postgraduate course coﬁ-
sisting of 48 lectures and eight three-hour interviewing sessions. The
questionnaires, administered at the beginning and at the completion of
the course, and again eighteen months later, were designed to elicit
responses to some 44 fiequently heard statements about psychiatry which
were scored on a four poinf scale. vThe criteria used to score the re-
sponses were established by four independent psychiatrists. The most
significant.findingé were that "'while the physicians' attitudes toward
psychiafris;s, psychotherapy an& mental illness changed very little
over time, they felt more confident and competent in treé;ing psychiatric
patients.” These findings represent-a sampling'of opinions and attiﬁudes
of a group of student flight surgeons with regards to cergéin statements

' about'psychiatry,'and'invno way pro&ide'conclusive.evidence-that any be-

\‘l‘ . - . . . .
ERICrioral change occurred -which was attributable to course attendance.

IToxt Provided by ERI
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Pearson (181) used four specially devised scales to evaluate
eight short term psychiatric seminars for general practitioners in
eight different communities. Sponsored by WICHE, the programs were
all similar in format and used mainly a non-directive approach. The
scales used were designed to measure: 1) role tolerance, 2) psychiatric
orientation, 3) apostolic function, and 4) social distance. The crit-
eria used to score fhe scale were the scores achieved by the psychiatrist
instructors. The scales were administered as pre- and post-tests to a
total of 79 physicians. Although the finding were somewhat varied on
the individual scales, statistically significant relationships were found
between one or more scales and, on the basis of this, these researchers
conclude that the course achieved "attitude change in the desired direc-
tion."

On the other hand, Chassy and Heslin (181); using a similar re-
search design, were unable to confirm attitude change in their study of
79 general practitioners who had attended another ten WICHE seminars.
Commenting on these studies, Smith (181) states:

To decide seminar goals is a difficult enough matter but to

decide in an objective fashion whether the goals have been

achieved is in my judgement, considerably more difficult.

Perhaps the most satisfactory means of evaluation is wvia ob-

jective measuring instruments. However laudable the evaluation

efforts of my WICHE colleagues have been in this direction,

they are the first to admit that their attempts have a strong

element. of superficiality in them. Can a questionnaire ever

be devised to indicate that a physician is more psychologically

ninded, has mere human understanding, and has the therapeutic

ability to help his patient toward further understanding of

himself? I feel that these are extremely difficult things to
measure and to assess.
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Forman and his co-workers (100) attempted to test attitude change
following short term psychiatric seminars utilizing tape recorded sim-
ulated patient interviews. As a pre-test the physicians (six in one test
situation and 17 in the other) were required to answer questions related
to these interviews. This procedure was repeated at the end of the ccurse
and the results of the two tests were compared. The same recordings and
questionnaires were also presented to the criterion éroup consisting of
psychiatric resident and staff physicians. Although it was felt that a
fair degree of change occurred in the understanding of and interest in
psychiatry, the results were inconclusive as measured against the crit-
erion group. ' -

Enelow snd Adler (89) have defined goals more clcarly, and in
spite of a limited sample, they report more conclusive results. in'one
study (90) designed to measure the effectivéncss of a series of ten psy-
chiatric case conferences in producing cognitive learning gain, a before
and after design was used that employed instructed responses to three
films of simulated  interviews. The responses of the psychiatrist in-
structors provided the criteria against which the fourteen participating
'physicians were rated.. Of the threc major hypotheses testing attainment
of the stated objectives, two were substantiated at better than an .05
level of significance- .

| Another study reported by Enelow and Adler (87) concerned atti-
tude change following an advanced supervisory psychotherapy course con-
sisting of 32 four hour sesaion. FourgGuttﬁan scales were use& to

~ measure the four dimensions of the physician's role in the doctor-patient
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relaticnship (authority; self-involvement; expression of concern; and
instrumental). These were administered to six physicians before and
at the end of the coﬁrse. A comparison of the two sets of scores re-
vealed that during the course the physicians' concepfion of the doctor-
patient relationship became more consistent in support, moderate in
reliance on technical procedures, and high in self-involvement. A
follow up interview undertaken several years later revealed that all
six physicians had changed their style of interviewing patients, with
-more emphasis on the patient's behavior and less dependency on psy-
chotropic drugs and psychiatric referrals. Enelow and Myérs (91) note
that "change in attitude and practice will occur for physicians who
take two or three years of psychiatric courses culminating in the ad-
vanced supervised psychotherapy course."

Measuring Change in Performance:

Belkin et al (21) attempted to assess the effects of a short
training program designed to assist the staff of the Child Health |
Station in New York City to integrate mental health principles ipto
theif daily practice. Using a before and after experimental design,

48 participating physicians were randomly assigned to an experimental
and to a control group; Tﬁe experiméntal group was observed and scored
‘dn detail by two different observers prior go the course and;again one -
month after completing training. The control group, which haa not gomne
through the program, was similarly obserﬁed. In order to validate the
instrument, observers were nét told ﬁhether the-dbctor being observed

was in the experimental or control group, and the dectors .were not told
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why the observers were present. The series of observations of perform-
ance and questionnaire responses indicated that ﬁhile the training pro-
. 8ram was relatively successful in instilling a knowledge of mental health
principles and techniques of counselling, a comparison of experimental
and ceontrol groups soggested that the program was less successful in al-
tering physicians' behavior in praoticee

Roney and Roark (212) used patient records as the primary source
of data to evaluate the effectiveness of a circuit course; The sample
consisted of 1,092 patient records of 41 practising physicians, 24 of
whom had attended one or more sessions of the course. The physicians
were asked to respord to statementsconcerning 12 health problems ohat
reflected the content of the ccurse being studied. They also selected
procedures pertinent to the management of these health problems from
their medical records. The use of these procedures as indicated by the
patient records was then compared for participants and non-participants
both before snd after the course. ' Both groups gave correct responses
to the questionnaire and although the findings suggested that physicians
attending the course were goﬁeﬁhat more competent in the management of
selected health proBlems indicétgd by patient records, the difference
'between the two groups was not statistically significant. |

Foster and Lass (102) also used patienf records as a source of
data to evaluate a videotapeﬁ program on the use of diuretics. Two |
matched hospitals were used, one serving as the experimental and the
other as the control group._ Observations were made of patient records

in both hospitals for three weeks prior to and three weeka following
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th; showing of the videotape in the experimental hospital. The infor-
mation sought was the extent to which there woul& be an increase in serum
. potassium and sodium determinations in the expériﬁental hospital as a

result of the videotaped program. The analysis of patient records found
no significant differences. Thé data did reveal that physicians in the
experimental hospital were functioning at a significéptly higher ievel
than the control group prior to the program. Accordingly, as noted by
"Abrahamson (1), '"One can say that the objectives for usiﬁg that progrém
were inappropriate...inappropriate certainlﬁ for the practice needs of

those physicians."

Measuring Long Term Results of Care:

While the ultimate goal of all continuing medical education is
the improvement of medical caré, efforts to establish cause-effect re~
lationships have proven both difficult and disappointing. One early
attempt was a study by Peterson and others (185) of 94 general'practi—
tioners. They observed and rated the quality of medical care being'
practiscd_and then assessed the qualitative rénkings against the number
of Hours of continuing eduqation per physiéian per year. Some of the
superior physicians in this sﬁudy were found to have taken liftle conr
tinuing education while some of the poorést were frequent participaqts.
This suggests that there was little relationship between the quality of
care and participation in continuing medical educaticn.

A more recent study (141) disclosed similaf findings. ﬁtilizing
an epidemiological approach, this statewide survey attempted to relate

physician participation in continuing medical education to 1) reduced
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maternal and perinatal deaths, and 2) physicians' use of certain sur-
gical procedures. Findings revealed that no such relationship existed.
In fact, maternal death rates were highest in two regions with the high-
est physician participation in obstetrical programs of continuing ed-~
ucation and lowest in the regions where physicians took the fenest hours
of study. Moreover, in the two regions with the highest tonsillectomy :
rates, physicians attended no postgraduate course on otolaryngology
during the ten year period under study.

In a two year study Korchin (133) sought to determine ﬁhether

an extensive physician education program would -appreciably alter attit-

- udes and improve practice in relation to the medical management and

control of rheumatic fever. In this ptoject, 100 physicians in one
county served as the experimental group and were offercd a variety of
cducational offerings during‘the course of one year, while 50 physicians
in a sccOnd county cerved as the control group and were offered nc ext:a
learning opportunities. Data perti:ént to .physicians' medical knowledge
and practice with regards to rheumatic fever was obtained bj the use of
before and after'interviews in the two counties and the differential
responses scored and compared. '

Without helaboring the obvious limitations of the research
design, two findings of this study are worth reporting: 1) those'phy—
sicians who were already practising medicine at a high 1eVe1 were more
favorably inclined toward the educational programs and to public health
measures in general, and 2) in both counties, physicians' medical know-

ledge regarding the diagnosjs and control of rheumatic fever was high
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but thgir use of laboratory methods to confirm diagnosis and their use
of prophylactic drugs was inadequate. In short, the application of
what the physician already knew seemed indicated. Others fgporting
similar findings were Tabennaus (244), Peterson et al (185), and Clute
(46). 1Indeed, in Clute's study,'a higher percentage of physicians who
said it "was not particularly difficult to keep up ip'medicine, were
practising a low calibre of medical care." Commenting on this finding,
Lewis and Hussanein (141) ask: '"How can physicians judge their need

for continqing education, if they are not even aware of.their own limit-
ations as.practitioners?"

Program Models for Built In Evaluation:

Varying from these approaches have been several recent attempts
to help physicians identify their own deficiencies based on patient care
research, and then to evaluate the effect of educational efforts designed
to help overcome these deficiencles. The first study using this approach
was that reported by Williamson and his group (272). The purpose of this
pilot project. was to:

1) Measure physicians' responses to abnormal and unexpected

results of three routine admission tests (evaluation); 2)

'. determine whether the physicians needed to improve their re-

: sponses (objectives); 3) provide the required education .
(instruction); and 4) re-assess.responses to these screening
tests and evaluating and repeating thevéycle as many times
as required to achieve and measure the desired level of pro-
ficiency. . ) : '

. ' , .

Initial assessment was accomplished by means of a chart review

and since it revealed that approximately'tWO—fhirds of the unexpected

gbnormal test résults'went1unheeded, a workshop was held to discuas

Q
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the findings. Aithough é subjective evaluation of the conference in-
dicated that the physicians found it stimulating and informative,
follow up chart reviews disclosed continued neglect of laboratory
reports. _Accordingly,'the educational approach was changed with
efforts directed toward altering the physicians' behavior patterns.
Removable fluorescent tape was used to obscure abnormal data on the
laboratory reports and this resulred in a significant improvement in
the physicians' response to test results. This change in behavior
was maintained by more than onerhalf of the participants six months
after the use of the tape was. discontinued.

In the second phase of the project, Williamson's group (271)
demonstrated a method for identifying areas requiring priority atten-
tion as disclosed by patient care research. The method consisted of’
three steps: 1) ranking.each medical condition encountered at rhe
hospitel according to expected patient disabilities; 2) determine
which were preventable or treatable in the light of current medical
. knowledge; and then, 3) assessing the extent to which current medical
knowledge was being applied with regards;te these coﬁditimns- The
application of this priority system resulted in the identzfication
of six top ranking health problems which then provided direction for
the development of the continuing,educatiqn program-of the medical
_staff.

'Using an elaboration of the Cybernetic model (see Table IV)
Brown and his‘colieaguas (52) at Chestnut Hili community- hospital

have condﬁeted several pilot projects with-good'resultsa In one
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study, ten top mamkimz diseases were identified and the hospital staff
involved in developdumg criteria of performance.in the management of
thesze high priority diseases. Using these criteria in conjunction
with chart reviews of patient follow ups, Brown and his gfoup have
been able to demonstrate the value of this approach in arriving at
precise objectives whereby educational efforts may be measured in
behaQioral terms. To illustrate, they report an investigation con-
ducted in the use of Antibiotics:

From studies of those health problems which the system of

priority indicated as offering significant potentialities

for improving patient care, it became evident that since

in one medical department a review of fifty consecutive

records of patients revealed only a thirty percent correct

usage of antibiotics, a program was required to correct

the educational deficit.

To further determine whether the educational deficit was an
informational or problem solving deficiency, an examination based on
sixteen of the cases reviewed was taken by 42 members of the depart-
ment studiedt The test results indicated that the physicians had
adequate knowledge, mw=mur conferences were held in.which the phy-—
sicians discussed patient management with experts and appropriate
literature was intrwiiiced.as necessary. A follow up study on the
performamce of physix—fiaias, using chart reviews and data from the
pharmacy, -revealed changes in drug us= and menagement practices con-

sistent with the behavSmral change'desired.

- In a modification of this approaeh, (237) a group of experts

from across the nation developed a criterion of performance for the

top ranking health problems. A number of Simulated Patient Problema
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were then devised based on these priority health pnqblems which en-
abled a physician to test his own performance 80 as to identify
deficiencies which could serve as the basis for planning and evaluating
programs of continuing medical education.

Another program model which attempts to provide individual
instruction according to objectively identified deficiencies of prac-
tising physicians is the Physicians' Profile Project in operation at
the University of Wisconsin. The . procedure in this case was to: i)
gather data pertinent to the physician's practice' 2) test the phy-
sician in the major areas of his practice; 3) Provide educational con-
sultation and study relevant to hig pPractice profile, test the results;
and then 4) provide for subsequent re-profiling and testing as a form
of program evaluation. In the study reported, a medical Secretary
visited the offices of 37 volunteer physicians fo; a one-week period,
collecting patient data which was coded to provide each pphysician
with a practice profile.  The physicians were ‘then tested through the
use of multiple choice examinations based on their profiles. For
convenience, tests were administered by way of portable teletype equip¥
ment linked to the University of Wisconsin Computer Center. Educational
7'consu1tants from the medical center then met'with»eanh physician to
pPlan a program sf study related to the physician's profile and test
results. Although this study disclosed.that the testing procedures
required refinement, and the overall program reduced in costs, the
approach was feasible, and the continuation of the project‘was rec~

nmmended.
O .
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TABLE IV

THE BI-CYCLE: RELATION OF PATIENT-CARE AN EEDUCATION CYCLES

Departmental
Recognition of
Improvement Potential

:Evaluation Process
in Audit Comm, =

ual.
Actual Practice gi:czice
air “De
measured against Description

Criterion Practice
\Criterion

Patient
Data 1

o

— &

m

& ~
{hysician

ﬁ%oblem Oriented

, Recor%
: Record Abstract

Mandatz for;”””a’

Change=Education

Learning Computer *
Experience
Evaluation ¢ Priority
.:}ﬁ of Lemarning Project

CME
PROGRAM

PRI
/ .
Program

Objectives

& Practice \

Audit Program

Medical Geemmmse) Practice

School Description

Brbwn,(L,“ap&'HfUpl,"MandatoryvContinuing Educationz Sense or
Nonsense?' . JAMA; 23:1663 (September, 1970).
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PROBLEMS OF EVALUATION

The research'reporté that have_been.concernediﬁith the eval-
uation of programs in centinuing medical educaﬁioﬁ}suffer from méjor
deficiencies that are slowly gaining recognition. Although virtually
everyone concerned with continuing education agrees that evaluation
is -a good thing, there is no general awareness nor acceptance of the
importance of maintaining ordinary'scmennific.controls in conducting
evaluations. Too manj seem to be content. with casual and unsystematic
opinionnaires that have neither validity nor reliability din ﬁreference
to the moreudiffiCuit and rigorous scilentific approéch to evaluétion
that c&ntprovide usable data. This reluctance may stem, in part, frpm
the probilzm:of identifying precise instrucfipnal objectives and, in

part, fram-the problem of constructing adequate research designs and

ins;ruments.

‘The Problem cf Objectives

As mnoted earlier, there have been numerous surveys attempting
to define the generai interests and felt learning needs of physiciaus.
More recentlf, self-assessment tests have become increasingly popular
as a way of helpingfpraétitioners identif& their own learning needs.
At the community levgl, several RMP have conducted consuﬁer surveys
in an attempt to identify the health needs of thé coﬁmunity (108,_252).
Wnhile useful, as stated by Miller (160), "Thesextypes of efforts in
isdlation do not neCeséafily identify.the real learning needs." Mbref

over, equally_apparent‘in most of the studieé:réported,'the the pre~
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valence of vaguely defined objectives which Are not readily translated
into measurable tefms, or which are unnealistic-in relation to reason-
" able expectations of achievement.

‘Too many programs attempt far too much far the time avadlable,
so that the objectives'are global rather than specific. Vaguely con-
ceptualized objectives provide no criteria against which to measure
results; consequently, in order to evalmate continuing medie=ll education
the objectives must be'stated explicitly in measurable terms and the
programs limited to those objectives.

Design Problems:

An obvious weakness of evalme—jion studies isthe inadequacy
of the research designs. Most étudﬁesssqffer from problems of control
. such as inadequate sample size, temporal change in educational outcomes, °
problems of measurement, and“experimeutef—pafticipant constraints, to
name but a few.. |

Although atten£ion has focussed:.recently on the. :surrcessful pro-
"gr#m'evaluations reported by Williémson and Brown, using the:medical
.audit, as warned by Vaneslow (254), '"One could argue that -each succeeded
laréelylbecause of the persbnal charisma of the individualmin charge,
aﬁd that iﬁ would be dangerous to assume that equal success couldvbg
anticipated in other settings." Moreover, sinhe most care is not given
in the hospitai but in the phyéician's office, the use of such a method
woulg'need to include an audit of the physician's office practice As'
-Well.(62)- Even more importantly, as po;nted\qut in the recent Confer-

ence‘on'Evaluation,(49),
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We have been discussing the medical tangibles, pneumonia, ths.

capacity to handle the acute coronary, or whatever you will.

What about insights into the emotional areas? No Just psy—

chiatry but emotion in relation to illness, in relation to

life and deatki...the kind of things that we do not really se=

even in the rerords...These :are the things that go on betweer

a physician am# his patient, or the patient's relatives. Do

we not need something in evaluating procedures here?

It is curious to note that the evaluation studies reviewed
rarely made note of the: research done in other areas that was Televant
to the subject. Most of the design problems evident in the evaluatiow
of continuing medical education have been tested elsewhere--particmiatiy
in the general field of adult education. Such research makes it ummes—
essary for'continuing education in medicine to re-invent the wheel..
Costs:

Herzog (116)-provides the most recent and detailed estimate-siE
the cost factor in the ewvaluation of continuing medical education. s
has analyzed and cdmpared the cost of several approaches to evaluatiom
showing the relative cost of each (Table V).

Accbrding to Herzog, "The guiding principle in judging how much
should be spent for evaluation is that marginal costs should approach
but not exceed marginal value of the information obtained." Even then:
he admits great difficulty in assessing effectiveness values versus

- costs but he does suggest that since "...studies on behavioral change
or patient health status -greatly exceed course costs; they can be
justified only as they relate to the objective of contributing to

general knowledge."
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CHAPTER VI

SUMMARY AND CONCLUSIONS

Professional educa;ion in the field of medicine is divided into

'three distinct phases: 1) Undergraduate educatioﬁ leading to the M.D.

degree; 2) graduate education covering the internshiﬁ, residency, or
o;her full-time study leading to a 11cense; a professional specialty,
or to an academic degree; and 3) continuing education which includes
those aétivities in which practising physicians engage to acquire the
new knowledge and skill necessary to keep current in their profession.
The first two-phases have received ;he majof attention of the profeséion
over the years but continuing éducation-is'ﬁow becoming a mat;er of .
central concern. This co;cern is not néceséarily new,for some éf the
coﬁcepts currently considered new have been fecognized and documented

in tﬁe 1iterétufe over the past h#lf—centdry. At first, continuing
education in medicihe waé concerned primarily with correcting de-
ficiencies in basic medical education and in this respect, médicine
was following the tradition then current in the larger field of ;dult
educétion. Since 1930, emphasis has shifted from remedial education

to the learning necessary to keep up to date in a rapidly exPanding.

professional. body of knowiedgé.
SUMMARY

This review of the literature published from 1960 to 1970 has
been concerned chiefly with the developmentjof programs for cbntinuing

medical éducation; The material reﬁiewed“has'beep discgssed:under four
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malin headings aed is summarized below.

Participation:

Although based on a limited number of available surveys this
review of the perceptions of learning needs suggests that there are
many reasons, both personal and professional, which determiee hew
much continuing education a physician takes, and where and how he
takes it. While there is some indication that specialists and phy-
sicians in metropolitan areas attend courses more often, age is the
~only variable which bears a significant relationship to attendance
patterns. : |

The recurring theme underlying all discussions, is that the
physiciaﬁ, and more particularly those in general practice, are busy
‘and their time cannot be wasted. At the same time, a multi-faceted
continuing education nead exisis. While these neede, both general
and specific to the practitioeer'e location and field of practice a.e
identifiable, less evident are‘those related to the physician's in~"
dividual practice. Furthermore, there islsome indication.that a‘phy—
sicians' felt learning needs ma} not be those most pertinent to his
1ummedlate medical practice.

Hence it would seem that those programs which involve practi-
tioners in identifying their "real” educational needs are more likely
to succeed than tﬁaee programs preeesigned and presented. Moreover,
.while physiciane mest often select the traditienel methods and tech- ‘

niques, surveys Lu;gest that familiarity with the different approaches,.

as well as age, and field of practice, are important variables influ-
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encing choice. Thus it is apparent that a wide variety of approaches
are indicated, taking into account these variables, and utilizing those
methods and techniques to which physicians feel that they can respond.

Organization and Administration: . -

Most medical schoeols, professional socileties, hosp;tals, and
voluntary agencies, are actively engaged in providing educational pro-
grams for practising physicians. The major problem éonfronting these
spohso;s is the lack of a sound administrative and academic base capable
of adépting programs to the nature and needs of physicians in practice.

The areas of identified needs include: 1) improved methods of
determining real learning needs; 2) more clearly defined program ob-
jectives; both short and long term; 3) administrative arrangements which
would facilitate the planning of interrelated program offerings scheduled
to meeé the varying needs and preferénces of Busy practitioners; 4) a
more sound fiscal hase which would permit nore long term continuing ed-
ucationj and 5) the imprOVemehp'of the quality'of instruction pfovided.

Deéﬁite these limitations, there'are.clearly discernible trends;
1) local and regional conditions more conducive: to the establishﬁent'of
a mational planj 2) greater standardization (minimal standards) of course
‘concerted effort to motivate pﬁysicians to continue their educatioﬂ; and
4) a definite trend toward the decentralization of programs, using the
community hospiﬁalg as one of the major foci'ofréohtiquihg medical ed-

, ucaﬁion.*
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Instructional Processes:

In 1963, Miller (159) wrote,

This may sound like the repititious beating of an old and
very tired horse, but the simple fact seems to be that con-
tinuing education today, like continuing education thirty
years ago, is obsessed with the notion that exposure to the
learned assures learning. Yet each generation rediscovers
the fact that in the end it is the learner who must do the
learning, and no amount of communication by lectures, by
book, by film, by radio, or television, will imake the slight-
est difference unless he does something with what he receives.
Both teachers and students have for too long allowed them-—
selves to be deceived by the comfort of instructional methods
that require little more than a student's presence, or by the
gesture toward active participation embodied in the question
period.

In continuing medical education, almoét every method, technique,_
and device known to education is presently in use. Yet, there is little
evidence to suggest that any onz media or technique contributes to more
or better learning. Moreover, close examination suggests that even the
most versatile of the newer educational technologies has been used large-
ly in isoiation, and mainly to provide physicians access to new medical
knowledge.

As it stands at the moment, the field of medicine has made é
greater investment than any other in tﬁe uSe;Of instructional‘;echnology.
Unfortunately, this experimentation has not been well groundeﬁ in'adult

.learning nor has it been.étudied adequatgly to determine its’précisé
role in the acﬁievement‘of learning and the resultant improvement of
patient care. Consequently, there is no hard data available to indic-
ate which Einds of.instruction under what ci;cumstanceé and for what

- kinds of participants best’gchieve the léa:ning objectives desired.
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Evaluation:

Evaluation in continuing medical education has been approached
in several ways: by counting attendance; by obtaining participantsa!
reactions; by testing achievement; by measuring changes in medical
practice; and by measuring end results of care.

Measurement techniques have been as equally varied. These
include: "The use of motion picture film in testing observation; anv
erasure technique ‘allowing thie testing of clinical problem-solving:;
the application of certain simulation techniques in testing diagnosis;
the substitution of non-patient for a real oﬁe to facilitate testing
of clinical performance" (2); and more recently, the use of the medical
Vaudit.

Despite these efforts, this review of studies oa evaluation has
found a general lack of substantive research and can but.repeat the dis~
couraging conclusion of many writers in the field that continuing medie
cal education may not be having a demonstrable effect on medical care.

From experience in the area of general adult‘educatibn, perhaps
Knowles (132) offers the best advice:

Fundamentélly the 'issue as to how much and what kind of evalu-

“ation a given adult educator will engage in will be resolved tvy
referring to his philosophy of education...indeed, his very
definition of education. If he defines it as a process of
educating a person, of taking responsibility ‘for making changes
in a human being'...then he does certainly incur an obligation -

. to measure as precisely as possible what he is doing to that
person and subject his findings to ethical review. His evalu~
ation will also be greatly concerned with efficiency...with
getting data to determine whether or not he is producing max-

~imum change in the ‘shortest possible time at the least cost.

His dominant theme will be quantification.  But if he defines

education as a process of facilitating and providins resources .
" for self-directed 1nquiry and aelf-development he’ incurs an .
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obligation to involve the participants in collecting data
that will enable them to assess the effectiveness of the
programs in helping them accomplish their objectives. His
dominant theme is involvement.

CONCLUSIONS

In considering the expansion of continuing education in med-
icine, one of the more promising recent developments has been the
American Medical Association's accreditation program. Although it .
is still to early to assess its overall effect on the field, ultimately
it éhould help to establish minimum standards, thereby improving the
quality of program offerings. 'Equally important is the growing trend .
toward making the community hospital the major foci of continuing ed-
ucation.

Extensive experimentation in the useiof the mass media also
ptomises to extend continuing education beyond the confines of the
usiversity campus and it has helped to focus attention of their poten-
tial for self-instruction.

Despite these and other positive features, many negaﬁive trends
persist. AThe majority of programs‘havé been designed to assist phy-
sicians in keeping ﬁp with advances in medical,knowlgﬁge, evéﬁ though
the feséarch éuggests éhat the application of new knowiedge ﬁay be less
crucial than the_ﬁtilization'of-what is aiready known about good medi-
cal practice. It.would seem that more seguentially planned, ¢iinically.
oriented prégraﬁs'are indicatéd, and faculty equipped to facilitate.

learning rather,fhan:simply tofgommunidatefmdre informacion.
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At the same time, other types of flexibly organized programs
are required in order to help busy physicians meet their individual
requirements for learning. There is an obvious need for more studies
on the impact of educational programs measured in terms of clearly
defined objectives and studies.on the overall effect of continuing ed-
ucat;on on the quality of patient care. Because of thé complexity and
expense involved, the combined efforts of organized m;dicine is essential.

Other challenges facing the profession include the continuing
experimentation and evaluation of different instructional techniques
along with the newer educational media. The many information sources
such a journals;'consultatiéns, and time on teaching servies, which phy-
sicians indicate are widely used as a means of keeping current need to
be more carefully studied.

Indeed, it would seem that the term "eontinuing education” must

_be expanded to include not only formal courses, but these and the many
modalities through which physicians may .eek their.own contiﬁuingi
learning. As stated by Houle (282) "If the practicé of learning in
groups can be studied, why cannot individual study?" )

The many organizations involved in continuing medical education
must share the responsibility fqr devising a total systemn, whereby all
instruments for learning may be integratéd into a comprehensive ongoing
program‘of continuing education for the practising physician.

| The need to'go-ordiﬁaté thé pre—profesSional program with con-
tinuing medical educatiop‘:equires serious c;nsidefation. There is

little evidence that an ongoing curriculuz from undergraduate to con=
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tinuing education has been established. Even more important is the
need to inculcate early in the medical student's career, the concept
of lifelong learning as a part of his general professional orienta-
tion. |

The study and practice of medicine is based on the scientific
process and, at least in theory, those engaged in the field are trained
to solve problems ghrough use of the sciéntific method. Therefore, it
is curious that so little 6f the scientific method has been applied to
the design, management or evaluation of coﬁtinuing education in medicine.
Certain fields 6f knowledge in the social sciences have accumulated a
vast amoﬁnt of valid data that is.immediately relevaﬁt to coantinuing
medical éducation,yet the reports reviewed herg showed little evidence
that such knowledgevis recognized, accepted, and used by the field of
medicine. Many of the problems and issues fgced in the studies reviewed
have occurred in other fields so that continuing medical education can

profit from that experience.
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CHAPTER VIT

THE PROFESSION AND CONTINUING EDUCATION

For those familiar with tﬁg nursing profession, it would seem
superfluous to reiterate the many well known and well documented‘problems
in nursing.. Nevertheless, in order to understand both the limitations
on and the needs in continuing education, it is necessary to re~examine

briefly some of the problems as well as the trends in cbntempg}ary nursing-

NURSE COMPOSITION AND DISTRIBUTION

Nurses comprise the largest siﬁgle grouﬁ of healfh professionals,
and even ignoring the vast number of ﬁractical‘nurses, orderlies, and
other auxiliary nursing personnel, the nurse—patient‘ratios in Canada
and the United Stafes are amorg the highést ‘in the world, 1:154 (76)
and 1:302 (69) respectively. Moreove¥; for the pasf several years, ¥
employed registered‘nurses'have been iﬁcreasing at a rate of épptox-'
imate1y>3 pefcent per year.in the United States (31) and by 7 to 8
percent per year in Canada (30). These figures are less impressive when
one considérs that roughly one quarter of the nurses are employed
part—time and that the attrition réte iq high in nﬁréing»(57). Since
nursingAis largely a women's profeésion of whom well over oné—halﬁ are
married (76), it is expected that'fhese trends w111 continue in future.

At the same time, a number.of studies (101)'(122) (57) disclose
thét.; éignificant percentage of iqactive nufseS'woulq be willingvto |

. re-enter the work force, provided refresher courses were made available.

They_also'suggest that the majority of inactive nurges are diploma

_graduates and most are‘sgeking part-time employment. As pointed out in




172

the recent rebort of the National Commission on Nursing and Nursing
Education (69), while re—activation of this éroup may well satisfy certain
manpower needs, it does not necessarily meet the need for nurses with
advanced educational preparation, nor does it necessarily guarantee a
stable work force.

In 1968, the majority of Canadaﬁe registered nurses had no academic
degree, 5 percent had a b;ccalaureate, and less thah > percent had a
higher degree (30). Comparably, in 1966, only 10.6 percent of the registerad
nurses in the United States had baccalaureates, and 2.5 percent'a higher
degree (5). On the other hand, the general consensus is that 25 to 33
percent of the present positions in nursing require at least a baccalaureate
(76) . These data lend support to the conclusion that “the production of a
sufficient number of nurses may be less of a problem than the production

of enough nurses with higher degrees'for'those positions where it is felt

* that such preparation is essential® (57).

Trends in Composition and Distribution:

Of the registered nurses at work the majority are employed by
institutions and agencies, particularly by hospitals. Indeed, as shown in
Table I, the most significant trend over the past forty years has been

the decline of independent practice. 3In spite of the increasing emphasis

on community health care, in 1968 onl 3 percent of employed nurses in

Canada were engaged in public health or occupational health nursing, as
compared to 15 percent in 193C. Recent employment statistics on nurse

manpower in the United States suggest a similar distributiocu in that country

6).

- The average ansiual turnover rate ﬁor'iegistefed nurses working general
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duty in hospitals in 60 percent in Canada (75), and 70 percent in the
United States (69). Using the #ft quoted estimate provided by Taub and
Mazibin of "$500 to replace one nﬁrse" (108), the economic implications of
these turnover rates is obvious. Equally significant, however, is the loss
in terms of nurse effectiveness, not only to the new staff nurse but also
to all those involved in her orientation. As omne in-service co-ordinator
writes, "Inservice education is not a luxﬁry or someghing nice to have inla.
hospital, it is a necessity. Because of a rapid turnovef of personnel

our audience is a parade" (113).

Because nursing is a profession composed largely of female workers
this may account for the high turnQVer but according to Murray (75), the
turnover rate in nursing is anywhere from 20 to 30 percent higher than for
other predoﬁinately female occupﬁtions. In his study, Murra& attempted to
identify.thoae variables accountiﬁg for the rapid turnover of general
staff nurses. He found that with the excepfion of younger nﬁrses who

“tended to be more mobilé, no clear pattern emerged. On the average, part-
time nurses were no m«i= nor less stable than £full timé stafi. Nor |

did size.df héspital or size of community necessarily correlate with job
mobility. He did conclude that "nursing turnover is not all a case of

 being ‘pu“ed'away from a job; at least some of it may be due to being
prqhed' as a result of dissat*afaction with a particular situation.' He
recommended - as HaVe many cthers (89) (15) (69) - that "small work groups
be created to foster a feeling of autonomy and beibnging, and that provision
‘be made for inservice education which would incrgase-profesaional develop-
ment and make stagf/ﬁofe capable of contributing to the decision making

process” (75)

Q Changing Patterns of Practiﬂgg"

As new patterns of medical care evolve, the role of the nurse is
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changing. Nursing in hospital has become increasingly ﬁanagerial,
specialized; and techniéal, and many patient care procedures formerly
.carried out by physicians are now performed by nurses (62). Whether or
not the nurse should meet these ever increasing demands is debatable and
mahy attempts have been made to clarify the 'unique'functions of the nurse
(95) but there still remains considerable confusion on the part of nurses,
physicians, énd other members of the health team as to what is the role of
the nurse (109), (82), (75).

Addiﬁg to the problem of role has béen that of qualificazions.
There has been a struggle within the nursing profession over the adequacy
of the two, three, or four year pre-professional educational {rrogram.
While muck has been written comparing graduates from the different prégrams,
there is little concrete data éo assess differences. A recent analysis .
of test'results yy the Nafional Commission on Nursing aqd Nursing
‘Education (69), disclosed a considerable overlap in the écbres achieved
by graduates of all three types.of programs, and'with at least as muchA
variation within each. On this issue, the Commission simply concludes:

While it can be e#pected that greater differences will

emerge in areas like clinical performance ... it

seems likely that differences within the programs will be

at least as great as differences between them, and any

health care facility. that employs nurses must take

these variations into account in its orientation and

inductiocn procedures.

In the practice setting any consideration of individwal difi-
erences appears to be the exception fathér than the rule. One recent
survey of eighty directors of nursing service disclosed that the
"standard measurirg stick" for all graduates was their ability to 'cone'

and function within the traditional hierafchial structure cf nursing

o service which in effect means rating the nurse according to the amount-

ERIC

e OF admipistration and other taék_oriented experiences'éﬁe has had'(35).
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Harrington and-Theis (50) found that undec such circumstances, many bacca=-
Jaureate gradua‘’.es suffered role deprivaticn. On che other hand, Price (89)
notad that at all levels and regardless of educational preparation; there
was "an unintentional commltment on the part of the nurses to the per—
;etuation of the éystem". Thus she concludes, "Both preservice education
and hospital-organication must be changed to improve_the situation'.

“ While the present organization of nursing services 1s an anachronism,
the fundamencal difficulty in assessing thcse problcms is the lack cf
regearch inte nursing practice. Thére is "little objective evidence avail-
able upon which to base judgements as to what is the proper scope of practice,
what class and types of practitioners are needed, and what kinds and
arounts of education each requires" (93).

In récenc years univeréity‘gradqgte programs in nursing have
focussed-on the ﬁreparation of ekpert.nurse practitioners or clinical
specialists who can help define nursing fractice in the clinical areas end
conduct recearch into patient.care. Although many consider this one of
the most promising trends in nursing, it is now being questioned as to
whether a '"sufficient number of clinical specialipts can be produced to
make a significant impact on the oﬁerall sysfem" (78).

In the meantime, as the need for health services accelerates,
phyéician directed prograus designed to produce nurse clinicians in the
acute and ambulatory care setfing: ﬁave-been increéuing, aad ;hilc both
phiysicians éﬁd nurseéiaﬁpear to agree that as health care needs change
roles must change, so that the recle of the nurse is expanded, there is

= 1

little agreement about the educational preparagﬂonirequired., A recent

: . -
study in Ontario (97) disclosed that while nursing educators believed

that the expert nurse clinician should be prepared at the graduate university
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level, the Ontario Medicsl Assoéiation maintained that sucii a person
need be only a diploma graduate, with several years of on-~the~job
training resulting fn clinical competence in one area of nursing, A
recent interprofessional survey in the United States disclose: s’milar
findings (98).

Despite these opposing viewpoint;, both groups are much more
willing to compromise on behalf of optimum patient care, and this
reciprocity of roles is evident (65}, (8). While professional isolation-
isms will not soon be réselﬁed, changes in the reciprocal roles'of
physicians and nurses is a significant trend that has Important implica-

tions for continuing education in nursing.

" 'CONCERN FOR CONTINUING EDUCATION

The American Nurses' Association (7) includes three types of

. educational activities under the term continuing education for nurses¥*:

-

1. Formal academic study in programs leading to a
baccalaureate or higher ‘degree;

2. Short term courses or programs offered by institutions
of higher learning but not necessarily direcLed toward
a degree. (these are generally referred to as "con-
tinuing education courses"), and:

3. Ind:pendent or informal study carried on by the

" practitioner herself utilizing the learning

opportunities available to her through her
preofession or her enploying agency.

This review is concerned with ihe latter two categories of

continuing education, but more particularly with those non-credit

courses sponscred by institutions of higher learning, and inservice

education provided by employing agencies.

*The term "nurse" as used in this report refcrs to thos
egiatered nurses graduated from hospital schools, ‘junior ecelleges,
E:d university schools of nursing. -
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Of the two types of progréms, inservice education is the oldest,
and probably.still the most prevalent form of continuing educatien in
nursing. Pfzfferkorn's historical review (88) published in 1928 provides
evidence that as early as 1905 pnstgraduaté nursing courses ware being

“’ared in a varlety - of niedical specialties. She reports that these
programs were not well developed @and that many were being given merely to
increase the work force of the hospital. She further notes that educational
opportunities for the general staff nursé were almost nonjexistent.

Straub (107) reviewed the nursing literature between 1928 and
1950 but found few articles relafed to the inservice education of nurses.
She noted An increase in the number of publications from 1950 to 1960 and
that the main em;i:asis of most of these relate& to techniques of program
development or program descriptions, and that the research was limited to
descriptivé'surveys or opinions of ﬁarticipants about the.programs:

This present:review covers the decade of the si#ties and found that
the calibre of the published 1iterature—has changed very little. There aré
many articles of the type, "How we plan our pfogram" (99), (34), (61), (123),
and program descriptions concluding "We felt that the training program was
very successful" (117), (71),.(84); (104), (58), but there is little

vobjective data to justify these convictions. Indeed, vrecurring themes are
probla=ms such as the rapid turnover of staf%, thé_differing levels and |
preparedness of'nurses; ﬁhe demands of a busy nursing service, and |

_ reluctance of nurses to atﬁend programs (89), (i11), (36).

.Continuing education as a component of ﬁigher education is very
récent in nursing. It was generally acceptéd in the past that the major
commitﬁent of the univgréity.school of nursing must be to the undergraduate

and graduate programs (5&); Accordingly, althoujyh continuing education

courses are reported to be increaesing in number (48), the miore sequential,
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long rhnge programs are the products of a relatively few universities.
In the United St#tes; RMPS (regional medical programs funded under the
terms of Public Law 89-239), and the Western Commission on Higher
Education in Nursing (WCHEN) have also b2en active in the development
of continuing.nursing education.

In 1966 Mrs Signe Cooper at the University of Wisconsin held the
first national meeting on continuing education in nufsing. The primary
purpose of this meeting was to provide a forum fdf the eichange of ideas and
developments relative to the field (92). 1Im 1969, concurrent with the
Fourteenth Congress ;; the Intevnational Council of Nurses held in
Montreal, Mrs Margaret Neylan from t! : University of British Columbia
called a similar meeting (91}.

Subsequently, two national conferences have bezen held specific-
ally for these nurse educators wo.lking in.the field. The first of these
held in~Wiliiamsburg, Virgin: . 1969, focussed on the 1eadership.role

of institutions of higher learning in continbing nursing education (90).

The second, held at Syracuse University, New York in 1970, took as its

" theme the organization of continuing education for the implementation of

. change (51).

The third national conference held in Wiscongin in October 1971
had as its major theme critical issues in continuing education in nursing.

An issue of the Journal of Continuing Education in Nursing (51) was"

devoted to papers developed around the issues discussed at the con-

ference. .In brief, the major concerns as expressed in these papers are

' as follows:

Will short term courses presently preparing pediatric
nurse practitioners prevent a rapid and necessary increase
of the mursing specialist prepared at the graduate level?
Present graduate programs are not preparing sufficient
numbers of expert nurse practitioners. Can we afforcd

to ignore the need? - ‘
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Continuing education is fragmented, disorganized,
unrelated and haphazard. Can these activities be co-
ordinated in a reasonable rational approach? The great
proliferation of opportunities in part reflects un
expressed educational need by nurses, but could swre

be accomplished through better co-ordination?

What are the unmet needs and educational gaps? And
whose responsibility is it to meet these needs ....
or even %2 identify the needs?

Who pays for continuing education in nursing? Granted
that the learner has some personal responsibility,
what about the employing agency?

Does continuing education make a difference? When we
can identify more specifically how improved nursing
care results from our various educational activities,
perhaps we can expect more support, financial and
otherwise.

Research Interests

In her report of a national survey of all colleges and

University schools of nursing in the United States in 1969, Gwaltney (90)

ddentified the following research underway in the areas of continuing
education for nurses:

University of Wisconsin:

1. A Study of The Continuing Learner in Nursing: September 1,
1962 - 1963. '

2. A Survey of Inactive Nurses Enrolled in Refresher Courses:
" September 1967, 1968. (In progress)*

3. Evaluation of the Effectiveness of the Nursing Dial Access
Program. . (In progress)* -

University of North Carolina: -

A Study to Determine Whether the Preparation of a Nurse for

Coronary Care Hats an Effect on the Condition of Patients at

Discharge From Coronary Care Unites in the State. In collaboration
- 'with the School of Public Health. Dept of Epidemeology -and

the Regional Medical Program. o '

* Completed and available
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Syracuse University

Following the programs, Improved Management Skills: An
Aprroach to Better Patient Care: The Dept of Psychology did
the evaluation of the program.

St Louls University

Limited local survey of education needs (1965 and 1968)
Committee on Continuing Education Study on Evaluation form
data, 1968.

Through library research as well as correspondence with over
thirty universities in both Canada and the United States, the following
additional studies illustrate the nature of current research underway:

A Survey of Inactive Nurses in Washington State. A study to determine
‘the characteristics of inactive nurses, their reasonz for not working
in nursing, the exteut te which they represent a potential nurse supply,
and their interest in a refresher course. Sponsored by the Washington
State Department of Health; Division of Nursing; University of
Washington, School of Nursing; Washington/Alaska Regional Medical
Program, 1968.

A Survey of Continuing Education Neéds for Health Professionals: Idahoj}
Montana; Nevada; Wyoming; Sponsored by WICHE/Mountain States Regional
Medical Program, 1969.

Nursing in Idaho: A Study of Nursing Needs and Resources; Sponsored by
the Idaho Office; Mountain States Regional Medical Program; WICHE in
co—-operation with the Idaho State Nurses' Agsociation, 1969.

An Evaluation of & Continuing Educatiorn Program; WICHE in co-operation
with the Idaho State Nurses' Association, 1969.

An Evaluation of a Continuing Education Program in Nursing; Univereity
_ of Colorado, Boulder, Colorado; 1960.

Evaluation of Regional Continuation Education Conferences.

The Effectiveness of a Leadership Program in Nureing; Supported by Public
Health Servics ~ .t from the Division of Nursing; Bureau of Health
Manpower and _. .citute of General Medical Sciences, United States Public
Health Service, 1967.

Continuing Education for Nurses: A Study of the Need for Continuing

Bducation for Registered Nurses in Ontario; Sponsored by the School of
Huwsing of the University of Toronto im co—operation with the Division
of University E-tension, 1369. (25). '
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A Report of a Questionnaire for Teachers of Nursing in Ontario; A Study
of Continuing Education Needs: Registered Nurses' Association of
Ontario, 1965. :

Continuing Professional Education Needs of Supervisory Personnel in

Nursing Service and Nursing Education: Pennsylvania State University,
1965.

Correspondence Instruction as an Educational Method in Hospitals;
Pennsylvania State University and the Hospital Research and Educational
Trust of the American Hospital Association, 1967 (37).

Management Training Effectiveness: ‘A Study of Nurse Managers;
Sponsored by the Texas League of Nursing; 1965.

What Do Practising Nurses Wanﬁ to Know? A Study of Learning Needs.

As is evident, well over one half of the studies reported are
descriptive of nurse maupower résources and the nurses' perceptions of
their learning needs. Moreover, most of thg reported research on program
evaluations are, at.best, exploratory.

In 1971, the American Nurses' Association was awvarded a one
year federal grant to conduct a naticnal survey of.continuing education
| for nurses. The purpose of this projéct will be to ''identify all types

of existing comtinuing education programs and resources' (66). It is

hoped that the findings of this study will provide information which will -

help to determine the future direction:for.eontinuing educaticen in

hpraing.



CHAPTER VIII
PARTICIPATION IN CONTINUING EDUCATION
Although there is no data available to indicate the extent of
nurse participation in continuing education, using membership in the
American Nurses' Association as a criteria, Curtiss et al (51) provide a
national estimate of less than 30 percent. They stress that the 'number
of nurses éware of their needs for further study are to be found in

encouraging numbers."

CHARACTERISTICS OF PARTICIPANTS

Through an analysis of descriptive data obtained from 314 nurses
who attended the University of Wisconsin's Extension courses between
September 1, 1962, and August 31, 1963, Cooper and Hornback (28) attempted
to identify those personal-professional characteristics of nurses wﬁo we;e
more likely to continue their professionai education. The results of this
etudy are summarized in this section, using other comparable data where

appropriate.

Location of Practice:!

Nurses attending the University of Wisconsin exteﬁsion courses
during the period under study were almost exclusively from that state.
Those counties not represented in the population tended to be more rural
and employed fewer nurses. A recent annual report from the Universiﬁy

of British Columbia (100) disclosed similar findings in which 90 percent

of the course registrants were from the province, and 65 percent from the

Greater Vancouver area.
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In a WICHE study (96), the great majority of nurse respondents indicated
that "because of family responsibilities, they would not attend short courses

offered outside their local communities, even if expenses were paid."

Position in Nursing Service:

The majority of nurses participating in continuing education programs
were full-time employees of hospitals. Supervisory personnel made up the largest
single group of participants, with some 40 to 50 percent of the participants
in this group. Staff nurses were next in frequency at something like 40 percent,
with a miscellaneous category accounting for less than 15 percent of the parti-
cipants. This distriBution by positior. was found in both tpe WiSCOhsin study,
the ﬁBC Report, and.most other similar studies (28) (43).(89) (100) (102). The
generalization to be drawn from these data is that nurses in high=: positions
attend more continuing education programs.

In commenting on this generalization, Cooper and Hornback (28} ask:

Are the learning needs of supervisory personnel greater than‘those

of nurses on the staff level? Does this suggest that basic nursing

programs do not prepare nurses adequately for these responsibilities?

Or does this finding suggest that it is easier for supervisory
nursing personnel to get away from their job to go to meetings?

Marital Status and Age:

In both the Wisconsin. and UBC reports, about one half of the participants
were married or divorced. In the Wiscomsin study, 45 percent of the participants
had children, and one fourth of these had children under five yearé of age. In
contrast, the UBC data found that over one half of the participants ha&‘no
children. | |

The Wisconsin study found that the largest percentagas of participants

‘were those in the older age group (50 to 54 y:ars). Similarly, the WICHE study

found that nurses with ten to twenty years or more of active’practice expressed -
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the greatest need for continuing education. In contrast, the UBC data
reveals a distribution that is somewhat equal in all age gvoups ‘but with
a marked decrease in those over 55 years of age,

Educational Achievement:

The Wisconsin study reported that 22 percent of the participants
had a college degree in contrast to 15 percent of the nurse population
of Wisconsin that had degrees. In the UBC report, 18 percent of the part-
icipants had the baccalaureate degree, 3 perpent had a Master's degree;
and 20 percent a diploma or certificate. These data arz consistent with
participatiog studies. in adult educafion which lead to the generalizatiom
that participation in continuing education teﬁda to increase with formal
education.

| Albeit based on a limited sample (N=79), in Shore's study
(102) nurses with more education reported less participation in programs‘
of éontinuing education. She attributed this fiﬁding in part to the
higher proportion of younmg graduates in the samnie, who "“Fermyds. felt ses
of z.meed f-v continuimg s#ducation’.,

Fleck (44) found. *Zsat variables wuch as age, educatioral back-
ground, years of experience, and marital status, did not correlate with
opinions relative to imnservice education. .She does note, hdwever, that
"in some instances, the years of professional experience did produce a

K}
4
greater recognition of the need for continuing growth."

_ Use of Other Information Sources:

In the Wisconsin study, over one half of the resp.adents
indicated that they held membership in the American Nurses' Association
which contrasted with . the 32 percent of the nursing population in the -

state that reported such membership. Over one half of the respondents




136

indicated that they read two or more professional jou
Flaherty (43) found that over one third of t
Ontario felt that thelr educational needs were not be
thirds were eligible for inservice education. Flaher
part—time and private duty nurses fared badly in this
found that nursing library facilities were poor and a
than one half of the respondents. She also notes tha
was used infreqdently by the nurses'". Burt's study C
staff =ducation programs in Washington state disclose
cent of the respondents had done some reading or othe
work in conjunction with the inservice program attend
Professional joufnals and books ranked firsx
avallability and use, while conventlons and meetings -
the WICHE study (96). On the ¢ther hand, short texm
available but the nurses felt that these were needed
of nurses in each of four mountainVStates were asked
they had received additional formal education or on-t
work in the clinical area in which they were then emp
regions, over 70 percent <¢f the graduate nurses had r
ecuacation or on—the-job training.. of thé three level
45 percent of the diploma graduates reported that the
additional formal education in the clinical érea éomp

of baccalaureate graduates and 9 percent of associate

The courses most likely tc gain support are_those-whi
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on what the nurse believes to be her own learning needs or those which

she found most helpful in increasing her job proficiency (102), (16), (89).

Iy

REASONS FOR PARTICIPATION OR NOT

In the Wisconsin study (26) participants were found té attend
courses for a variety of reasons, but none of the respondents attended
because it was "demanded" by the employér or fo; reasons of promotion. .
The main reasons given for participation were'interest, desire to improve
teaching or nursing care, énd advised to do‘so by employer.

Family responsibilities was listed as the most important
single faétor preventing nurses from attending programs of contimuing
education (37), (28), (43), (1225, (96). Other important but relcsted
deterrenté included time, expénsé, sfaff coverage (10),(96), (37), (25),
nothing available, and/or distance (96), (28), (43), (57),,insufficientm
advanced notice of course éfferings, and/or ina&equateipuﬁficity regard-
Imez:thecourse (25), {25). In the Ontario Survey of Needs (25) employers
stated that it was difficult to plan continuing education programs for
staff development when little advance nctice of course offerings was
given. Nurses were reported reluctant to take advantage of opportunities
avallable when costs for attending courses on short notice prohkibited
its inclusion in the hospital or agency budget.

'In her sfudy, Burt (16) found that of tﬁe fifteen hospitals
polled, four made attendance compulsory>at insefvice education programs,
and one hospital specified thatv"at;endance was required for some, but
notiall‘nurses." In the remaining ten hosﬁitals attendance wés volﬁﬁtf
ary. Payson and Salloway (84) found that one of the‘mﬁjpr reasons

0" 1ff members did not like the inservice programs‘was because they were’

<O
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compulsory. On the other hand, éome respondents indicated that once they
zot there they found the programs enjoyable. Fleck (44) concluded that

the major obstacles to pﬁrticipation in inservice education programs

were: 1) the rotation of hours and the h;avy workload which limited
attendance; 2) unplanned, dull, poorly presented programs; 3) the
general indifference of the majority of staff nurses to inservice education.
These findings are not too different from those reported in the Pezxmsyl-
vania study (10).

Scheduling:

Most survevys: disclose that nurses want continuingleducation
presanted in their local communities (69), (57), (%), (122). In tke two
WICHE:MSRMP surveys -over.85-percent of ‘the respomienrs indirated that
they would attend short-w=oureses if theser:were .wffared in their howe
nbmmunities; The frequency -with which they would be willing to attend such
courses is shown in Table II.

A survey of inactive nurses in Wisconsin (96) disclosed that
of the respondeqts who were 1nteres£ed in returning to nursing, 73.12 per-
cent desired refresher courses scheduled as part time classes with roughly
one half preferring a day time sqhedule, and the other half aﬁ evening
schedule; 67.65 percent of the inactive nurses ‘expressed a willingness to
travel but one half would not commute over ten miles in order to attend
refrééher courses. A survey (97) of';eaéhers of nursing in Ontario found
that the majority of teachers would like ;ourses scheduled in the evenings

and the months most favoured were February and March.

Cost:

Q In Flaherty's study in ontario (43), 40 percent of the respondents
ERIC ' ‘ -

==l ported that employers granted them time off or pay to attend programs,
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meetings and conferences. The most favoured groups in this regard were
those in administration, teaching, and publiq health nursing. In the
Wisconsin study (28), three quarfers of the respondents had their fees
pald by the employing agency. Inlmost cases., this was the entire fee or
through time reimbursement in the form of "giving on duty time". Asked
if they would be willing go pay thelxr own fees, nearly 62 percent
rgéponded_in the affirmative while approximately 12 percent responded
negatively and one quarter did not respond to the question. Referring
to the non-respondent category, Cooper and Hormback ask: "Does it

i1mply indécision'or «an it be assumed that the majority of these nurses
would not have attended the institute had thgy been éxpected to pay their
own fees?'" (28).

Although it is 1mpossib1e to draw firm conclusions on the
basis of the limited daté avail.vle, a number of reports suggest that
many nurses expect some type of reward for continuing their owm
education. As previouély noted, in the Ontario Survey (25), employers
reported tﬁat nurses were often reluctant to finance their own
.attendance at courses. In the WICHE:MSRMP surveys (96), only 24.2 per-
cent and 27.4 percent of the registered nurses indicated that they |
would attend programs outside their own communities at their own
expense, whereas 55.8 percent and 63.3 percent would attend if théir
ekpenses were paid._lsimilarly, Goldfarb (46) notes that "most of the
nurses who take the cdurse_gxpect compensation'upon successful completion™
however, "they werre not sure where the compensation was to come from

or what it.should_be" (46). -



Felt Learning Needs:

Surveys which have used open ended techniques to identify the
felt learning needs of nurses reveal some striking similarities in
respdnsés. Regardless of position or type of agency, one of the.most
prominent needs listed is that of improving communication and management
-leadership skills (36), (10), (43), (37), (25). Other learning needs
rated high in the 1list of priorities include: newer dimensions in
nursing care; legal aspects of nursing; and the changing role of the
nurse; In the Pennsylvania study (36), many nurses were being
promoted into administrative, supervisory, and team leading ppsitions
wizh little preparation for their new responsibilities, and ﬁence were
insecure as managers. Accordingly, directors of nursing were in full
agreement that tliere was an urgent need'for courses to Iimprove the
subervisory skills.

In the Ontgrio Survey of Needs (25), employers both'of public
health an& of hospital nurses expressed a similar view. Directors of
nursing alsc indicated that they.looked to continuing educétipn courses
to fill the gap created by the phasing out of the one year certificate
programs on nursing service administratioh,‘ Other pressing needs
revealed in this survey éere: 1) »co;rses to ihcrease the teaching
skills of nurses in different filelds and-levels'of nﬁrging, including
'publié health nurses, inservice co-ordinators and occupational health
nurses;‘ and 2) specializatién in nursing, notably in the area of

"intensive care nursing, ~hronic disease, mental health, and

rehabilitation.
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Utilizing-a modified survey or "slip technique," Skinner and
her colleagues in the Michigan RMP (1n3) gathered crinions about the
current learning needs of staff nurses; teagﬁleaders, and head nurses in
the care of patients with heart disease, ca&éer, stroke, and related
diseases. Forty;eight nurses representing each level identified not only
the broad learning needs referred to in the foregoing surveys, but also
specitic leérning needs directly related to patient care, including
1) how to position acutely ill patients to prevent deformitiés and other
complications; 2) how to read EKG's and recognize death producing
.arrhythmias; 3) how to be more effective in teaching patients and
families; 4) how to care for terminally 11i patieéts; 5) how to care
for patients receiving chemotherapy and irradiation.

Using a scaled questionnairé and interviews, Tiffney (109)
sought to determihe the competencies of general staff nurses functioning
in the field of rehabilitation. She conciuded that general duty nurses
lacked the necessary competencies for effective work in rehabilitation.
Although ‘the nurses interviewed emphasized that their role was not under-
stood or appreciated by the other disciplimes on the rehabilitation team,
Tiffney adds, "this no doubt was aggravated by an apparent lack of
understanding on the part of the nurses themselves as to what the functions
of the nursing staff irclude". Among many recémmendations, she urged
that short term courses in rehabilitation be set up, organized, and
implemented by quaiified personnel as a crash program to alleviate the
shdrtage of graduate duty nurses'ﬁho require thia'preparation.to function

as ékilled practitioners.
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In the study of teachers' learning needs (97) over 80 percent
of the respondents requested content related to the biclogical and
social sciences. The teachers expressed the greatest need for subject
matter specifically related to their own field of practice. As a
result of this survey, six 3-week institutes for teachers of nuréing
were conducted. Although a relatively unstructuféd'program was planned,
it soon becéme avident that the real learning need of fhe.instructors
was not course content, but rather how to apply it in situation-type
problewms in clinical practice (94).

Price (89) attempted to identify learning needs in two ways:
The first was a self report of a critical incident encountered the
previous year which the nurse considered of extreme significance and
related to her lack of preparation. The second was an ideﬁtification .
of the learning need which the nurse thought would enable.her to best
Amprove the quality of care she provided to patients. Using.ﬁhis
approach, Price found that while the nurses reported their greatest
learning needs to be indirect patient care, most of the critical
incidents related to direct patient care. More specificaily, the
greatest needs and/or problems related to "insecurity regarding
nursing care, new techniques, methnds relating theory te practice".
Concerning many of the eritical incidents,réported, she stétese

This indicates a failure of transfer of learning

from past experiences. If this does not take place;

pre-service education must be considered inadequate.

The pre-service education of the individual nurse

should enable her to analyze her own abilities and

recognize her needs for additional learning (89).

Price indicated that learning needs reported mest frequently

in the arez of indirect patient care were those related to leadership

EEK}; and management. In this area, skill in handling people wae given
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primary emphasis. It was also ipdicated that clarification was needed
with regdard to current programs in nursing education and regarding
interpretation and implementation of hospital policies. On the basis
of her findings, Price concluded that there was no advantage in trying
to group nurses for inservice education acédrding to the amount of
professional training received, Qhether their preservice clinical
experience was in the hospital ip which they were gmploye&, or on the
basis of the number of vears away from hospital nursing. She con-
cluded that the homoggnéity of learning needs wﬁs probably most
related to functional role, type of care given, years in nursing,

and length of employment.

Methrds and Techniques:

A recent survey (10} reVealed that the instructionai techniques
most preferred were: -lecture, group discpssions,'films, handouts; panel,
- and role playing, in that order. Fifty-eight fespondents expressed
opinions} One of the most frequenf requests relative to impfoving
instruction was more leainer participa;ion. Similarly, Burt (16)
found that many of the nurse respondents would have iiked more
opportunities to volunteer commenté and engage in discussion with
colleagues.
On the other hand, nursing teachers administered a post-

institute questionnaire which indicated that the "Jeast helpful aspect

" ‘of the programs were the small group discussions”". The reason given was

.thaL "the group wandered from the topic". At the same time, observations .
by resource persons during the imstitutes indicated that the develop~-
ment of group discussion and conference skills weréla véry pramineﬁt
need among ﬁeachers of huraing #ftending the institute.

1
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The references found relative to ti 3 and opinions
of nurses about the newer mass media and it _ai methods
suggest that nurses ave willing to utilize these where available (2),
(14). 1In the WICHE study {(56), nurses, particularly younger nurses,
expreesed an urgert need for programmed instruction, television, radie

and educational films, more or less in that order.

A recent survey (10) by the school of nursing at Pennsylvania
State University disclosed that 60 percent of the responding hoépitala
‘would be willing to experiment with television, while 21.42 percent
would not and 18.57 percent were undecided. The major probiems Telative
to its use were: cost, lack of facilities or equipment, and the quality

of the program, in that order.
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CHAPTER ~ IX

PROGRAM, ORGANIZATION AND ADMINISTRATION

A number of different groups sponsor programs of continuing
nursing education including the universities and their schools of
nursing, employing institutions ~ notably hospitals and public health
agencies - nursing and hospital associations, and vdluntary or specialty
health groups. Of these, the univefsities, hospitals, and ﬂursing

asgsocliations are the primary sponsors of formal programs.

" SPONSORS AND PROGRAMS

Since there is no nationally systemitized method for reporting
the numbers and types of current course offerings, the information
provided in this section represents data gleaned from a variety of sources

which reflects present patterns and trends.

Nursihg Associations

In a recent érticle, Spector (105) wrote:

Continuing education in the American Nurses' Association

is like an iceberg. That is, its clinical conferences and

publications are clearly visible. What is less evident

are the following: the efforts expended by the national

association.to encourage the development of continuing

education programs and make it possible for the profession

to determine the standard of its education and practice.’

More specifically, the role of the national nursing associations
relative to continuing nursing education has been: 1) to procure federal
funds for both graduate and continuing education; 2) to encourage the
development of effective orientation and inservice education programs in

the employing agencies; 3) to promote the return to nursing of inactive-



198

nurses; and 4) to srovide information to nurses regaiding various
alternatives for professional advancement through formal education
(95), (7), (L05), (86).

In addition to the fore . the Canadian Nurses' Association
(CNA) provides a Library Loan . -’ on nursing publications, while
the two major associations in the United States offer for rent or
purchase various teaching aides and resources. More recentl&, the
Nationai League fof Nursing (NLN) is reported developing programmed

instruction on various aspects of clinical nursing (113).

In 1967, the American Nurses Association (ANA) received &
$50,006 federal grant to promote a nation-wide program of refresher
_ courses to encourage a target of 30,000 inactive nurses to return to
nursing within one year. The Association's primary role in this
venture was to identify inactive nurses and to involve agencies,
particularly state nursing associations, in the prqviaion of the courses.
As part of its responsibility, the ANA designed a set ~f éuidélinea and
Aa model course thch was subsequently publibhed'(BZ). Sinc; this.
original drive, further grants have been made to expand the ANA's
promotional efforts (13).

For the past decade the ANA has been sponsoring three dgy
regional conferences focussed on clinical praptice. Although attendaﬁce
reported at these conferences is estimated at some 950 per conference,
one of the principal concerns‘of the association is whether or not the
conference is actually reaching the desired target group, the clinical
practitioners} A studyAin 1967 revealed that the majority of

o A .
Eﬂ&ﬂ; participants were teachers and administrators (105).

IToxt Provided by ERI
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nurses; and 4) to provide 1nformatibn to nurses regarding various
alternatives for professional advancement through formal education
95), (7), {105), (86).

In addition to the foregoing, the Canadian Nurses' Association
(CNA) provides a ~ arvice on nursing publications, while
the two major associations in the United States offer for rent or
purchase various teaching aides and resources. More recently, the
National League for Nursing (NLN) is.reborted developing programmed

instruction on various aspects of clinical nursing (118).

In 1967, the American Nurses Association (ANA) received a

$50,000 federal grant to promote a nation-wide program of refresher

~ courses to encourage a target of 30,000 inactive nurses to return to
nursing within one year. The Association's primary role in this
venture was to identify inactive nurses and to involve agencies,
particularly staté nursing associations, in the provision of the courses.
As part of its responsibility, the ANA desigﬁed a set of guldelines and
a model course which was subsequently published (32). Since this
original drive, furéher grants have been mazde to expand the ANA's

. promotional efforts (13).

For the past deéade the ANA has been sponsoring three dgy
regional conferences focﬁssed on clinical practice. Although attendaﬁce
reported at these confefénces is estimated at some 950 per conference,
‘one of the principal coucernq‘of the association is whether or not the
conference is actually reaching the desired target gfoup, the clinical
practitioners. A study in 1967 revealed that the majority of ..

IToxt Provided by ERI
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ERIC participants were teachers and administrators (105).
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The major contribution of the CNA‘is an extension course on
Nursing Unit Administration which it has co-sponsored for a number of
years with the Canadian Hospital Association. Designed to combine
éorrespondence study with a workshop, this is offered nationwide to nurses
employed in supervisory positions. Generally considered a highly success-
ful program, Goldfarb (46) reported that in the -first four years of
its existence over 1,500 head nurses, supérvisors, and directors of
nursing had completed the course.

All three national associlations in co-operation with various
speclalty and local groups offer confererces and workshops relative to
continuing education for nurses (25), (118), (le). A major concern of
the nationélvnursing asgsociation at present is the establishment of
guidelines and policies governing the expanding role of the nurse (20),
(9). As the health préfessions move towards ''relicensure' the develop-
ment of standards for continuing education and a greater effort to
increase the number of availaﬁle learning opportunities‘for practising
‘nurses (105) will require national attention.

This search of the literature yielded little on the activities
in continuing educétion of state,.proviﬂcial, and local nursing assoc~-
iations. Recent.énnual reports from university schools bf nursing
suggest that nursing asséciations are working ﬁore closelyhggﬁh thé
university schools of nursing both in planning and implementing programs
of continuing education at the local level. Their influence 1s also
expressed in other ways, notably through the'pro§ision.of funds for program
develépment, studies of learning needs, and their role relative to nursing
standards and practiceé (100); (115), (25).

_ Hospitals

Although there are no detailed studies on inservice education;
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the evidence available suggests that its development has been quite
limited. ©ne survey of inservice education in nine hospitals reported
as part of a national study on the qualiﬁy of nursing service in

Canada (95) revealed that in all niﬂe hospitais studied; orientation

to the ward situation was the reéponsibility'of the head nurse and her
staff. In a few instances this program was planned to last several

days or weeks with conferences, classes, and demonstrations .in thé
afternoons. Three hospitals had a designated inservice educatof and
tended‘to offer the more comprehensive programs with-more_consistent
fol}ow—up for each new employee. One major wéakness of most 6rientation
programs was the lack of planned otienﬁation to evening and night
shifts. On several occasions nurses stated that they had been placed in
charge of a ward on evening or nights without gufficient introduction éo
the administrative functions and procedures, as well as to the patients
and their needs. In two instances nurses said they had to depend on
nursiﬁg assistants and students to inform them of the policies, routines,
and résponsibilities of various pefsonﬁel.

In all bﬁt one of the hospitals surveyed, planned inservice
education programs were provided. However, most of the programs
focussed on disease entities, technical procedures, and new equipment,
"even though observations and discuésions éuggested a need for insérvice
education oriented around the kinds of patients which nursing personnel'
indicated pfovided difficult nﬁrsing problems." Current literature was
almost non—existeﬁt on most nutsing units; however, one hoapital
reported circulating select periodica’n. Most of thé hospitals
indicated that‘nurses weré aliowed and in fact,-g#cpuraged to attgnd

IToxt Provided by ERI
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various short cours¢., workshops, or institutes, conducted by nearby
universities.

The two major administrative problems emphasized by the nurses
were: 1) the difficulty of releasing personnel to atteﬁd the programs;
and 2) the difficulty of planning programs fer evening and night staffe
As stated by one respendent,-"I think the afternoon and night staff
should have some form of inservice program, but you can't expect the
night nurse to get up for an afternoon meeting'.

Many of the critical incidents provided over 1,000 regietered
nurses in Price's stﬁdy (89) suggest that comparable problems exist in
many American hospitals. This study emphasized that all personnel,
whether £full or part time, day, evening, or nights, should participate

Ain inservice education and it recommended that scheduling be improved
by the provision of an 'education day’ for each nurse. 'When insexvice

. education is considered as essential, improvement in scheduling can and
will be made. This is recognized to be e-task that is difficult, but not
"impossible'". The refort also recommended.that inservice pereonnel work
with nursing.service to ensure that nurses not be assigned to a
leadership role without previous orientation.

In the Idaho Study (57), hospital based inservice education.prograﬁs
were found to be minimal, and much of what was being.offered Qonsisted
of didactic presentations. Only-eix full time educational directors were
employed in the fifty three hospitals and fifty.four.long term care

facilities in that state. None of the directors had advanced education
:nor any additional tfaining in the educational process; In fact, this

study concluded that the educetor's needs;fot COntinuing'educetion_were
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similar to those of the nursing staff. These findings are not tco
different to those reported by Tiffney (109), Murray (75), and others
(36), (92).

The National Commission on Nursing and Nursing Education (69)
summarized its conclusion as follows:

The entire committment to inservice education has been
characterized by inadequate support and insufficient perscmnel.
0f the more than 7,000 hospitals in the United. States, for
example, mo more than 300 hawe a professional training specialist
to direct their inservice pregrams. All too frequently
responsibility has devolved upon nursing service in the
absence of any specific plan.

Despite the disorganized state of the field, it is expected
that a number of recent developments will greatly influence the future
of inservice education. One of these is the recent staitement by the
Joint Commission on Accreditation which would require that nursing
departments provide continuing education for mursing personnel (82).
Although limiting in one sense, this requwirement would provide greater -
Suppoft for inservice education. Another development concerns the

" educational media which promise a partial solution to some aspects of
the multi-faceted problem (17). ‘Even more important is. the increasing
trend towards the regionalization of continuing educatien, which in turn-'
is facilitating cooperative planning andindeed, in some areas of pro-

gramming, it is becoming increasingly difficult to distinguish between

"inservice" and "continuing" education.

Universities amd Their Scthools of Nursing:

Gwaltney surveyed (49) all colleges ardl university schools of
nursing in the United States. This study revealed that durimg the
academic year 1i968-69, 41 of'thé responding scheoals offered 400 programs

I:Ri(fth a range aff from 1 to 69. In additiem, all &1 responisenta indicated

7

IToxt Provided by ERI
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some degree of participation in co-spunsoring courses, notably with.
voluntary health agencies, state nursing ass: iaéions, RMPS, and other
colleges and universities. The length of the prégrams offered varied
from one half to forty days.

The Ohliger and Barratt survey (81) of 96 NLN accredited schools
of nursing offering a baccalaureate but no highér degree suggests even
less involvement of collegiate schools in continuing education. 0f the
62 schools responding, only 31 had éffered a continuing education program
during the academic year 1967-68. More specifically,-ls schools offered
one continuing education program, 12 offered 2 to 5, and only 4 offered
more than 5. These programs varied in length from one day to two weeks
while in some cases a program was offe:ed intermittently over a semester.

The University of Toronto Survey (25) revealed that between
1965 and 1968, four of'the province's universities provided 19 coutses for
nurses. Of these, only 12 were sbonsored br co-sponsored by schools of
nursing. The others were offered by the faculty of medicine-and the school
of hygiene. The length of the nursing school programs ranged from two
days to eight weeks. In the two national surveys, gfoups for whom programs
were most often provided were general staff nurses, head nurses, super-
visors, instructors, public healﬁh nurses, ocCupationql health nurses,
and private duty nufées, more or less in that order.

In Gwaltney's survey, the schocls indicated that the most
frequent request was for maﬁagement skills and to a lesser extent clinical
nursing. Ohliger an& Barratt reported thé following content areas:
nursing in public health, rehabilitaﬁion, maternal-child, medical—surgical,'
and.mental'heaith. More specifically, topics-inciuded: sex education

aod. family life, principles of management and supervision, sensitivity

‘txaining, head nurse roles, legal problems in nursing, teaching methods,
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o
problem-solving and nursing practice, and mental retardation.

A review of recent program descriptions suggests that in»addition
to the foregoing, university schools of nursing are also offering an
appreciable number of refresher coursés for inactive nurses (22), (21),
(114). The literature also suggests that more conqideration is being
given to sequentially planned clinically oriented courses, particularly
to the areas of intensive care (17) and leadership development (38).
(39), (40).‘ In addition, a few universit;es are reported offering
certificate courses designed to expand the role of the nurse in the
area f ambulatory care (114),I(85).

dn the wholé, ccmprehensive programs w;th long range goals
appear to be the exception rather than the rule. As in all the health
professions, the great majority of programs-in continuing nursing
education are short courseé, designed to neet ghé immediate needs of

nurse practitioners and/or the employing agencies (18), (116), (48).

" "ADMINISTRATION

Although administrative arrangements vary, the majority of
cpntinuing educztion prograﬁs are administered as part of che univer—
sities' schools of nursing. A few,; however, exist as separate divisions
but within the ﬁealth science complex (49). 4t the University of
Wisconsin, continuing nursing education is organized as a separate
department within the extension division. To ensure co~ordination with
the school of nursing; the administrators in extension are also on the
faculfy of'the schobi.- In keeping with the extension conéept, courses
in nursing Qre offered throughout the state using a ﬁariety of admin~ -

1strative arrangements (26). The University of Colorado's continuing

_Egﬁggscation service "has a state advisory committee made up of represent- g



205

atives from various fields of nursing and allied health professions} The

role of this committee is to serve &s a means of communication relative t=
continuing education needs, and as a liaison between the school of nursing
‘and health agencies (115).

Gweitney (49) disclosed that the majority of reporting schools
employed full time directors of continuing education for nurses. Of
these, 27 directors held moster's degrees, 4 held doctoral degrees, and
one had a baccalaureate. Additional nurse faculty‘engaged full time<;;n§ed»
from 3 to 23. Most of these held master's degrees. Ohliger and
Barratt (81) reported that 7 of the 31 responding schools reported that
persons responsible for the program had some additional preparation in
adult education.

Instructors

The nursing schools reported the use of both regular faculty an?
outside people to teach continuing education programs. These jatter
. included: public health personnel, nurse cliniciana, physicians, physical
| therapists, sociologists, psychologists, social workers,'pharmacists,
attorneys, and television!programmers (81). Most schools also report the
use of local nurses as'resource persons and/or teachers (92). Some schools
report the use of patients and families as important and effective resource
persons (100) (79) .

The recruitment of faculty, expert both in the field of nnrsing and
 the psychology of adult learning, has been identifiéd ss one of the major
problems in selection of teacners (100), (90). Another is the heavy
responsibilities which the regular faculty carry in the undergraduate
and gra&uate‘programs. The‘policies of some universities prnhibiting

payment to faculty members participating in continuing education programs
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is said.to further aggravate the situation (92).

Recent literature suggests that many university schools of
nursing are attempting to meet the acute shortage of skilled adult
educatqrs thfough intensive training courses for nurse faculty,
iﬁservice coordinators, and public health nurses (38); (39), (40), (41).
In z4dition, at least 2 RMPS have engaged.full time personnel to assist.
inservice educators to improve their programs and to prepare local |
nurses to plar and implement prcgrams of inservice education (24).
Finances:

As in the other health professions, continuing education in
nursing has been the recipient of grants from the Kellogg Foundation
(115), (100), (19). Other sources of funds include donations, course
fees, professional associations, employing agencies, and government
grants (27), (115), (66). ﬁniversity schools of nursing in the United
States appear to be in a much more enviable position than those in
Canada. In fact to date, me&icine and ﬁuréing have received the lion's
share of funding for continuing edﬁcation through public law 8%-239
(23).

Other lucrative sources of revenue in the United States have
been the federal short term training grants through the Manpower Train-—
ing Act (66), the NIMH (Nationmal Institute of Mental Health) grants

| (119), and the twelve month grants through the U.S. Public Health -
Service, Division of Nursing (83). Despite such a diversity of sourées
in ghe-United States as in .Canada funding is said to be inadequate
(116), (90). The main probiem seems to be a shortage of funds fof
continuing education whicﬁ requires a secure financial base. In fact,

the pace setting scheols .of nursing appear to be those which have had

IIText Provided by ERIC

I;R\(Asiderable financial support from the university (115), (26)
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Publicity and Promotion:

The promotion of continuing nursing education is achieved through
the usual brochures, nursing agsociation newsletters, newspapers, and
nursing journals.. Of these standard methods, the Wisconsin study (28)
found that brochures and fliers sent to hospitals and other employing
agencies were the most effective means of reaching nurse practitioners.

In order to facilitate advanced planning by the employing agenciles
and nurse practitioners, some universities are publicizing their program '

offerings once a year in the form of calendars (18), (114), (100). Since

January l97i, the Journal of ContinuingiEducation in Nursing has included

an "Educational Opportnnities" section as a further aid to those nurses

1nterested in attending programs both within and without their state.

As in dentistry, it is not unusual for course sponsors to offer

credits or qertificates for course attendance. In Gwaltney's.survey 49),
: 7 schools of nursing reported offering credits while 25 did not. Credit

was used most often by schools offering extension work in some courses

unrelated to degrees. '

Program Planning:

Most of the university gchools of nursing use permanent or rotating
committees to assist.with the overall planning. Committee members
usually consist of both school faculty and outside resource persons. In
. addition, special comuittees are organized to plan individual program
offerings (115). The personnel in these planning groups are selected on
the basis of their expertise and interest in the particular program being
planned (100), (115). Reports om inservice education suggest that most
'prngrams use committees for planning (45),'(42), (87). 1In the CNA survey

(95) it was found ‘that general staff nurses.and nursing assistants in some
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hospitals each appointed committees to plan programs for their own groups.

As in medicine and dentistry, nursing appears to make extensive
use of participants' opiﬁionnaires as a basis for program planning.
‘However, as in most fields of adult education, these surveys do no;
-identify the participants' real learning need. (%% Straub (107)
found that even when the nurses selected the n«.:=2nt, helped plan the
program, and had time provided so that they could attend, more than one
quartér of the nurses did not attend the majority of the meetings. She
also observed that attendance was much lower for those meetings devoted
to nursing care and interdisciplinary matters. Straub asks:

Should the content fo; inservice‘eduéation programs be

determined by the nurse practitioners? Or should additional

topics be suggested by people in leadership positions

such as the head nurse, supervisor, and director of nursing

service? Persons in these positions might have a

different concept of the needs of nursing personnel

because of their postions, experience, education and

the like? :

Grosicki (47) surveyed needs in one Veterans' Administratiop
‘Hospital and found that while many different viewpoints had been in-
cprporated into the carefully planned programs, most of the activities
met the immediate needs of the situation, but were lacking in continuity
and overall program goals. Primary emphasis had been placed on
functional competence, particularly the efficient managément of the
unit, and "this area showed the greatest increment of application. In
other subject areas, very little of what had supposedly been learned
had been put into clinical practice. The greatest deficit appeared
in clinical competence."

In a similar vein at the Williamaburg conference {90) it |
was agreed that the two most serious deficiencies in cbﬁcinuing, ‘
education were: 1) .the lack of continuity between knowledge and 1t§_

IToxt Provided by ERI
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JERdﬁjlization and, 2) the problem of unmet and unidentified learning
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needs. More reCently, under the auspices of the WICHE:MSRMP, the Committee
of Continuing Education for Nurses in Idaho (120) has drawn up a proposed
program based on the philisophy expressed bf Miller:

It would seem that the time has come to try a different

educational model .... one built upon solid evidence about

the way adults learn, rather than upon the time honored

methods of teaching them. There is ample evidence to

support the view that adult learning is not most

efficiently achieved through systematic subject instruction,

it is accomplished by involving learners in identifying

problems and seeking ways to solve them ....

In keeping with this philosophy, this program will be
introduced in phases with the major emphasis during the first phase on
the learning process. Group meetings in the clinical areas will be
utilized with active involvement of the participants in analyzing and
determining their own learning needs, and with instructors available who
will be working with several groups simultaneously. Content material will
be provided as the groups are ready for it. Existing resources will be
used as required. Several instructional processes will be used in
response to the needs expressed by the participants. As the programs
develop they will be regionalized and ultimately integrated with continuing

" education programs for physicians and allied health professionals.

Continﬁous evaluation will be built into these programs- through
the use of objectives stated in'bghavioural terms. Participants, faculty,
and the agencies where nurses are employed will participate in the
evaluation of the project. More specifically, the evaluation will attempt

to: 1) appraise the participants' ability to identify their owm

eduéatipnal needs and to establish goéls for-sustained"self education'
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the quality of patient care has improved and to what extent the
facjilities support continuation of the program, and 3) a general
analysis by the faculty of the co-operative approach to continuing

education and its value to participants and their employing agencies.b

SOME SAMPLE FROGRAMS

It is difficult to generalize about the instructional
processes currently used in continuiﬁg nursing education. Nevertheless,
a perusal of recent program descriptions suggests that a high premium
is placed on small group discussion, hence it is not unusual for
university schools of nursing to control enrollment, both in terms of
numbers and according to such variables as area of specialization,
position in the employing agency, and on occasion, years of experience
(38), (39), (40), (41). The most promising approaches appear to be
those which have managed to combine the classroom instruction with

clinical practice.

Regional and Sub-Regicnal Programs:

In 1957, the Western Commission on Higher Education in
Nursing (WCHEN) launched a centraily planned, regionally implemented
leadership training program for nurses already employed in key éositicns.
Financed by the Keilogg Foundation, tﬁe primary objective was ''to aid ‘
the participants to become more effective leaders thereby improving
patient care".

Several featﬁres distinguished this course from other
previous efforts. . it was scheduled .- on an intermittent basis, con-
sisting of one we;k conferences Beparated by 3 to 6 months intervals

Qo .xtending over three years. During the interim periods the participants'
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returned to their work settings to apply what they had learned, with
consultation services available as requested. In this way nurses who
ordinarily would not have been able to engage in further education were
able to do s¢. Another aspect of this progrsm particularly conducive
to learning was the in-residence conference wiich took participant=
away from the work settings where they could freely exchange ideas and
progress notes on problems in their home situations. Encouraged by the
"favourable response to this experiment, a grant was received from the
Public Health Service, and the program continued (29).

Since the initial project, various alterations have been made
in the program with the time span reduced to two years and, in some cases,
one year. Techniques of instruction now include lectures, panels, small.
group discussions, and clinical experiences. To facilitate the applic-
ation of new learnings, each participant selects some area of work in
which she wighes to bring about cﬁange whicﬁ she undertakes as a take-
home assignment. These ere discuesed at the initial session and_progress
notes reviewed at subsequent sessions,'both individually and in groups |
(68). Continuing evaluatione have utilized a variety of techniques °
including observations of simulated nurse-patient situations, analysis
of process recordings and diéries, rating achievement of course
objectives, satiafacfion ratings such as the Kropp-Verner scale, and
Firo-B, which is a measure of group compatability (31). Tﬁie program
design is widely used in continuing nursing education. Most of the

_programs reviewed or mentioned in this section are reﬁlicas or modific-
| ations'of'the.original WCHEN model. ‘
Despite 1ta suceeseful application, and‘thevhigh regard with

which the WCHEN leadership prograﬁsfare?viewed;'succese‘has been difficult-
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to measure in terms of behavioural change. Between 1962 and 1964, eight
WCHEN programs were objectively evaluated wsing a varlety of paper
and pencil tests, scaled ratings of observed nurse-patient situations,
and employer-employee ratings on the job. Four hundred and ten course
participants and 450 non-course participants were examined on their
before and after interpersonal relationships as well as other changes
in behaviour. Although the evaluation foumd that the course signific-
antly influenced participant attitudes and beliefs, no firm conclusions
could be drawn with respect to actual changes in behaviour (60).
An earlier, albeit less well designed study by Todd (110) disclosed
similar findings.
Using the WCHEN pattern, the Texas League of Nursing sponsored
a similar series of regional conferences for management personnel
between 1960 and 1964. An evaluation of this series revealed findings
consistent with those of the WCHEN studies. In brief, although the
participants appeared to adopt a more democratic and understanding
attitude, there was little conclusive evidence to suggest a chaﬁge
in job performance (72).
Commenting on the WCHEN findings, Ingmire (60) raises a
number of crucial questions:
How can the quality of nursing care be measured? What
other instruments can be developed to measure nurse
behaviours in the worx setting? How can participants for .
future programs be selected who have the greatest potential
_for personal growth? How can the participants' learnings
be extended into institutional systems more effectively?
How can institutional administrators and colleagues of
related disciplines be more closely involved 1n this or
similar programs? -

In an effort to tackle the multi*faceted problem of the'

;titutional climate, Ingmire and her colleagues at.the Uhiversity of
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California have extenasd ika WCHEN leadership focus to many of their
continuing education progr#®s. Inyaire and Blansfield (59) have recently
described one such program :n which: hospital administrators, directors of
nursing, and deans of schools of mmrsing enrolled as teams '"to learn new
and revised theories of tesmm building ar1 to consider ways in which these
theories could be applied in the back-home setting".. The program con-
sigted of three day conferences meeting‘three times over a one year period,
which prdvided the teams an opportunity to utilize and reinforce
conference learnings. The training laboratory or "T" group approach

was used with theoretical material presented as needed but mainly to
provide a focus for discussion and inferaction among participants.

An evaluation of the program was conducted iﬁ two ways: 1) partic-
ipants' perceptions of change in themsel?es'anq in their relationships
with others; and 2 faculty's perceptions 6f chaﬁge in the participants'
method of interacting during the courSe.of the sessions. Of the 39
participants who completed the first series of conferences, 27 responded
to a questiohnaire and the most frequently reported behavioural changes
were ilncreased understanding of themselves and ofhers, and more open
relationships. Of the reported changes in organization and management

processes, improved meetings was mentioned most often. The most

.tangible evidence of the success of the course was the participants' request

for an advanced training 1aBoratory which hasvsubsequently been implemented
with high enrollment reported.

Brown (16) has reported agthrge‘year pilot project:in which teams

- of instructors and smpervilsors were enrolled for a course: om cancer nursing.
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Co-sponsored by the Southern Regional Education Board (SREB) and the
University of Texas, this courée consisted of thrée conference sessions
extending over a one year period. The major emphasis was on the nuréing
care of patients and families. The sessions also stressed and demon-
strated the multi-disciplinary approach; One of thelmajor take home
projects was the development of a plan for extending the knowledge and
skills participants h#d acquired to other ﬁurses in thé back home setting.
Although well conceived, Brown reports tiat many difficulties
ensued in the implementation of the program. Because this type of an
educational experience was so new to most of the participants, and
because they had such varied.backgrounds, instruction had to be pfovided
on an individual basis frequently. The greatest problem related to those

assignmen;s requiring participants to engage in direct nursing care.

‘Both the instructor and supervisor pafticipanﬁs were found to be

psychologically insecure and reluctant to cqmmunicate with patients and
families.

Truscott and Keiler (112) have described an interdisciﬁlinary
program in use in the North Carolina RMP stroke program. This four day
course is offered in two day units with a week in between. Content
identified as pertinent fovall participants, physicians, nurses, physical
therapists, speech therapisté, occupational therapists, and medical social
workers, is presented through joint.session. Instruction includes
lectures and discussions supplemented.by slides, films and filmstrips.
Also provided is a loose-leaf nogeboqk with review notes pertinent to

each discipline: qut‘such-courseS'have'been completed with an attend-

- ance of 154 professional heaith workers. As a.rgaulﬁfpf this experiment
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it is felt that the basic core content has been identified and that the
participants are developing a better understanding of the meaning of
rehabilitation and their interrelated roles in the management of the
stroke patient.
| Truscott and Keller (112) reported that great gaps were found to
exist in the participants' knowledge of the care of the stroke patient
which posed a real problem as did the associated unlearning wﬁich was
necessary in some instances. Although participants were identified as a
"stroke téam", the team concept as an approach to care was often not under-
stood or impleﬁented. In joint.sessions, physicians were reported
hesitant to ask questioné because nurses were present, and nurses were
‘eQually reluctant to expose gaps in their knqwledge. Some participants.
were facility rather than discipline oriented in that their interest in
stroke ﬁétient care was limited to its applicétion in their own part-
icular type_df facility; Thus public health ﬁursés were not interested
in acute nursing care and nurses employed in acute hospitals were not
interested in the community aspects. Similarly, participants from small
rural communities were not interested iﬁ hearing or discussiné facilities
which were not availéblé in their own home settings. _Genérally speaking,
'~"Hea1th practitioners were more interested in the "how to" rather than
the "why" or the philosphy of care". |
In a recent article, Conley and Larson (24) report that the
Colorado RMfEQnd the'Schéol of Nursiné are offering an interdisciplinary.
course in Rehabilitation and Maintenance. This program is intended to
develop skills needed for-"ﬁost'crisis" patien;s_énd it is offered in
Smallrrural communitiéé-thrqughontfthejregioﬁ.; Lqéél_planning pommitteés

. composed of rep:esentativésierm‘nursiﬁg aqdithe’allied hea1th professions

'-identify\edhcationél_neéds'and'dévélbnnthé program with the assistance of .
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univefsity faculty., Local health personnel are utilized as instructors
with the university providing assistance as necessary. The course 1is
highly individualized in terms of local needs and the needs of partic-
ipants as well. Scheduled on an intermittent basis, the program consists
. of ehree 3-day conference sessions. Following the initial session,
the participane selects a patient for whom she develops a nursing care
plan. In the period between the second and third sessions she 1s asked
to develop a teaching program for her selected patient. Instructors
provide.ind}vidual guidance to students thrOUghput and each 1s emcouraged
to proceed at her own eace. |

Conley and Larson (24) also report that the Western Pennsyl-
vania RMP and the Graduate School of Public Health et the University of
Pittsburgh are conducting a program for the long term training of nursing.
home personnel, using both eniversity and in—pétient facilities.. The
course consists of weekly seasions lasting one day for a nine month period.
Formal preseetations are minimized in preference to problem-golving..
Where possible administrators and charge nurses have classes together.
Following the coﬁpletion of the program the participants are provided with
consultation serviees by the faculty for a twe year period.

According to Conley and Larson, the effectiveness of this course
is demonstrated in the patient care facilities to which the graduates-haVe
returned. They cite new and improved nursing prccedures that have been

' inetituted'in the home facilities, the establishment of positions for botﬁ
'a director and an inservice educator; -job deecriptions and perfermance
_evaluations for nurses have been developed, and ineervice programs have been '

implemented in a number of facilities.,-
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The MSRMP (Nevada) is using a Consulting Team approach to
conﬁimuing education for health service personnel in rural communities in
Nevada. The core of the consulting team consists of physicians and nurses
with other health professions serving as resources where their skills are
required. A bi-monthly schedule of visits provides consulting sefvice to
local communities. The program for each visit is based upon the identified
needs of the community and is developed co-éperatively with the health
personnel in each area to be visited. Thus the teamtgfy provide either
structured courses or unstructured consultation dependihg on the need.

The ever increasing demand for nurses with specialized skills
in intensive care nursing, and more particularly, coronary care, has
resulted in a greaﬁ proliferation of short courses in this area of nursing.
0f the many program descriptions reviewed, the one sponsored by the
Colorado-ﬁyoming RMP and the University of Colorado School of Nursing
(114) is probably the most comprehensive and well integrated. Scheduléd
on an intermittent basis, the initial two week session consists of lectures,
self sfudy, and practical experience followed by a six week 1interim in
the participant'e own work setting. During this period the trainee
completes a special assignmént "which involves identifiing_a problem in
her clinical setting about which she developé a research-type projéct
directed toward a solution". The second two week in-training session
places,comuiderable emphasis on clinical experience which is largely
individualized to meet the individual's own particular employment needs.
The last two days are devoted to managemeﬂt and co-operation beétween
health personnel in clinical settings. For this last session, participants

are encouraged to invite directors of nurses, hospital board members,
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hospital administrators, or others of her choice from the home hcspital.
Thereafter, a one week follow-up session each year is available to ensure
the necessary updating of information and an svaluation of the program's
effectiveness. Concurrently, the Univereity of Colorado is offering a
course on the intensive nursing care of children as a companion to the
course on intensive care of adults. The sessions are conducted together
where the two courses have material in common. In addition to the
behavioural and pnysiological aspects of nursing care, this course
emphasizes the nurse's role with the total family group and the team
approach to patient care in the intensive care unit.

Inservice Education:

Del Buerno et al (33) described a special orientation unit with
its own instructor and a Head nurse particularly'responsive to the needs
of staff at the Presbyterian Hospital in New York. New staff members are
rotated through this unit to receive necessar§ instruction and experience
on all three shifts under the guidance of an instructor or charge nurse.

Although it is too early to evaluate the overall effects of this plan,

it is thought that this program will help ultimately in decreasing the

high turnover rate of nursing staff.

At Peter Bigham Hospital in Boston (103), nurses with less than
six months experience are being rotated through two clinical specialties
following a six month period in medical surgical nursing. Programs of
inservice education are provided concurrently with these new experiences,
In spite of the difficulties in implementing such an ambitious plan, the
advantages are felt to be: 1) the nurse received a year of planned

]

experiences during which time she has the opportunity to conso]idate

her medical surgical nursing skills and to sample two kinds of specialized_'l

.7“_
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nursing; 2) there 15 evidence of increased morale among the nurses:
and 3) nurses are available to relieve in specialties when necessary.

At the University of Rochester's Strong Memorial Hospital (70),
instructors have been assigned to each of the major clinical services which
has made possible unit based clinically oriented inservice education
and more individualized orientation programs. On the first day each
newcomer completes a questionnaire which asks about past experiences

and felt learning needs. Through an analysis of the information

gleaned from the survey an individualized clinical orientation is then

provided as part of thke overall program.
Wilkinson (121) has reported an experiment in orientation at the
Langley Porter Neuropsychiatric Institute of the University of California

in which new psychiatric nurses cngage in self-orientation. In this

.experimental project, the environment was structured to make avallable

selected learning opportunities and the nurses were informed about them

but no attempt was made for structured learning activities. The only

. specific requests made of the new staff member was that they tape a

report at the end of each day which wes a resume of the day's activities,
and they were asked to inform the school when they terminated this

self orientation. Findings revealed that the orientation was highly
individual, with no two nurses proceeding-ip the same manner yet.all

of them involved themseIVes in those activities which they considered

significant to their orientation. From the tape recordings it was

~apparent that as the days progreSSed, the nurses became increasingly

aware of what they must learn in order to function as well as others.

_ This procedure was identified a8 the "self identification of continuing

- Alearning needa .- e' e
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At the Loeb Center for Nursing and Rehabiiitation in
Montefiore, New York (3), the new nurse is assigned directly to.the unit
to work with a staff member who is thus available to her for help as
she identifies a need or expresses an>interest. Opportunities for
conference are also available where she may receive clarification on

matters of policy and/or procedures. Through this program the newcomer

1is encouraged to identify her own need for help and is given the time

to plan her own orientation. The inservice education prograh at the

- Loeb Center is probably one of the best examples of how continuing nursing

education can be built into day to dgy practice. Staff conferences
scheduled once a week for all nurses involved in the program provide
opportunities for group discussions about ways to facilitate care and to
clarify varying types of problems which nurses identify as interfering
with their work with patients. Unit conferenées are held as the need
arises and nurse to nurée reports from day to evening shifts are déscribed
as "conferring, planning aeséiona", rather than the usual recitation of
activities.

Regularly planned conferences and teaching on the wards also

typify much of the inservice education at Rancho Los Amigos Rehabilitation

Center in Los Angeles (16). In addition, workshops on rehabilitation

nursing are also scheduled regularly. These courses are available to nurses
from general hospitals, special long term hospitals, nursing homes,

visiting nﬁ;aes associations, and public heélth agencles, as well aé the
staff at Rancho Los Amigos. Interdisciplinary in approach, some of the
sessioqs include seiected pagieq;s-whovpresent perfinent aspects of their

cgsé‘histories and:discués théif’perceptioﬁs:of_the'treatment_procéss.:”
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Of the growing number of programs preparing pediatric nurses,
the one at Bunker Hill Health Center in Massachusetts (11) best fits the
definition of continuing e&ucation used in this report, hence a dés—
cription of this program is provided as an example of &n innovative
program designed to expand the role of the nurse. 1In 1968 a‘sixteen
week program was started which allowed a nurse to continue her regular
schedule but with a minimum of one and a half déys-per week release time
for the duration fthe course. Admission requirements were: 1) that
the nurse trainee already hold a job or have promise of a job with a
practitioner who provided pediatric care for all children in the fémily;
2) each trainee be guaranteed the opportunity by her employee to function
in an expanded-role in her work setting; 3) on the job training be
provided by a qualified pédiatrician during the course; and 4) opport~
unity for on the job training be assured following completion of the
program. No special educational qualifications were required other
than successful graduation from an accredited schoecl of nursing.

The course was divided into 94 hours of classroom instruction,
and 96 hours of clinical practice in a variety of in-patient and
pediatric ambulatory settings. Clinical practice also included
specially arranged experiences in the nurse's own wofk setting under
the preceptorship of the pediatrician and the supervision of the
Center's nursiﬁg facqlﬁy._,Through éeminars_and individual superyision,
the following'%actors were emphasized: 1)_ the deciéioh-making process
.2) éonflict and ankiety.in role re-orient&tion; ,3) _team work andjinterf
personaifé}étibnahips;‘fgﬁd.d) the prab}embfof_delivé:y_of'heﬁlthf

services t;.o.rclhil.drenv:and tHEir f.am'il‘i,,es_fl
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Since the first two courses were considered experimental, no
attempt was made tg make an objective evaluation, however, certain personal-
professional characteristics were tabdlated. This disclosed that roughly
one half of the participants had a diploma, approximately one third a
baccalaureate, and five had a master's degree. About one half had had
no prior pediatric or public health nursing experience, and most of the
rest had less ‘than five years experience in either field. In short,
they were a relatively inexperienced and youthful groﬁp. Concerning
these data,.the autﬁors note: "In our experlence nursirg education
background has had no relationship whatscever to successful and satis-~
fying fﬁnction in the role of pediatfic nuxae practiﬁioner. The same
can be said of age, marital status, and numbér of children“:»'Tﬁéy do
point out that certain areas of content were weak, notably child growth
and development .nd knowledge of common pediatric problems. They also.
felt that more time was required fof the nursgg to work through the
problem of conflict and anxiety related to roie re-orientation. This
program has recently become associated with North Eastern University,
which, according to Brown (16) '"should provide the depth required to

develop the kind of leadershib needed to change the health care system".

Mass. Media and Self Instructionai Methods:

Since the.completion of the stétewide'educational television
network in Kentucky, along with the other health ﬁrofessions, nqrsing has
been presenting programs on PANMED, and interprofessiona} television

. series. From November,1969 to_NovemBér 1970, nursing presented eight
1progfams in this series. A survey (lﬁ)_based on 587 questionnairé
requnseéf66perfceny'df‘the':egiétefedfnﬁrseé~inthtuqky)‘disciosed_

Q   Ithét;the’majpritjfof'nurseélwatéhing thejsériés;ﬁefefyénng graduatég from
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diploma programs working genera; duty in hospitals. The overall reaction
to the programs was favourable, with many respondents indicating that they
felt PANMED programs could be used by nurses to continue their education.
Tﬁe major criticism of the seriesAwas a lack of knowledge about the
progranm. More‘épecifically, 174 of thdse who did not watch any of the
series indicated that they did not know it was to be shown, and another

33 "thought.it was a refresher course for nurses".‘ The seqond majof
complaint expressed by those who watched was that the reception was poor,
with 98 reporting that they were unable to get the series.

On the basis of these findings, it was recommended that the
serieg be continued, but that scme wmethod for evaluating its effectiféﬂéss
be insfitutéd. It was also recommended that the series be advertised
better, and that it be shown at an eaflier time, It was further
suggested that the programs be made'a?ailable through closed circuit
;elevision in the puﬂiic colleges; '"These could then serve as centers
for feedback Qnd evaluation of some of Ehe programs offered".

ABbey et al (1) reported an experiment using open circﬁit
telgvision in which:they sought to determine whether nurses gainéd more
from a broadcast viewed individually at home or from one viewed with a
group of colleagues in a hospital cénference room. They also attempted
to identify those conditions which enhanced learning compared witﬁ con~
ventional hroadcasts which require no active partidipatiqn. In this
experiment, three response conditions were used: 1) the control
condition or conventional broadcast presentation; 2) experimental
conditions ‘consisting of a "covert" presentation in which questions were

inserted into the broadqast with students encouraged to think of the
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students were rewarded for making a written response to the questions
by being provided with knowledge of results by return mail. Participants

included 120 general staff nurses drawn from each of three geograph-
icaily separated cities which participated in the study. In each city,
20 respondents viewed the offerings individually‘at home, ﬁnd 20 did
so in a group setting. | |

The program was sponsored by the University of California
School of Nursing as a tuition course which carried a certificate of
completion. Learning achievement was measured by a sixty item multiple
choice test, while attendance was measured in two ways: 1) subjects
who completed the course indicated on a specilal férm which programs they
had vie&éd; and 2) actual attendance of subjects.in the hospital setting
Qas recorded for each broadcast. The findings revealed no significant
difference in regularity of viewing and_completion of the course
‘agcording to presentation response conditions. Although the results on
the presentation-response‘conditions were statistically inconclusive.asl
measured by test results, home viewing wa found éuperior to group
viewing as measured bf learning achievement. The report concludes:

If only group viewing at central location were effective,

broadcast television would have limited instructional

potential. The findings of this study indicate, however,

that through home viewing, broadcast television has the

potential to serve all health science professionals,

including those in which members spend theilr working
day separated from each other". .

For the past several years the University of California School
of. Nursing in Los Angeles has been offering televized'prbgrams via the-
scrambled network system. The series is presgnted on the Medical Tele-
vision Network to 70 member hospitals. _Nhrse co-ordinators in each of the

‘\)fospitals are assignéd‘responsibility for publigiziﬁg'the programs,

E119

=3 rganizing the viewing facilif;eé-andfintrqduéing and conducting a
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fifteen to twenty minute discussion following the program. Approximately
13,000 nurses and members of other health disciplines are reported to
have viewed the series.

The piograms are patient centered and freqﬁently have used
actual patients as well as health personnel with emphgsis on demonstration.
Squaires (106) identified the major problems encountered in the first
five years of the program: 1) poor selection of program chairman;

2) too much content; 3) not enough depth in content; 3) no perﬁanent
sﬁaff; 4) no money for implemgnting programs as part of the continuum
of continuing education offerings. She also reports that pqrtable
equipmgnt is being taken into the field for live conferences and that
this approach has been found effective in developing counéelling inter-
viewiqg techniques.

The Ohio State University School, of Nurs%ng and the_Depa;tment
of Nursing Services of the Ohio State University Hospitals (80) are
broedcasting two-way radio.telephone programs to 48 of the state hospitals
' to enable scattered audiences to participate in programs of continuing
unuirsing educatiom. Attendgnce is reported to h#vg-increased from some
2,000 during the pilot projeét‘in 1966 to oﬁer 10,500 for the 1969-70
series.

The brograms consist of a lecture or panel presentation:followed
by questions and comments from the pérticipating hospitsls through' their
moderaﬁors; Each hospital is furnished a quantity of printed outlines
lénd a set of 2 x 2 slides which are used in conjuﬁction with the
" presentations. "Interest and enthusiasm" for the program is shid'to.be
a mot;Qating factor';n'tﬁg’¢onpinu&§;oﬁ5§ﬁd;éxpanéioﬁ'of the serieg.

('
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In 1966 the Universityrof Wiscénsin (5Z) initiated the first
statewide telephone conference for nurses. Fashioned after the tele-
lecutres defeloped for continuing medical education, this series was
offered as a lecture followed by a question and answer period.. The 12
classes,presepted weekly were received at 24 centers located in various
clinics and hospitals throughout the state. Co-ordinators assumed res-
ponsibility for showing accompanying slides and serving as moderators.
Since the original series, improvements in techhology have made possible
simultaneous transmission on FM radio. There are presently 56 tele-
phone listening posts, and 27 radio listening posts, with about 1000
Wisconsin nurées participating in this ﬁeekly series.

On the basis of a 20 percent return (N=209) of evaluationg
‘for the 1967-68 series, Hornback {(92) reported: .1) the majority of the
participants were currently employed in nursing; 2) for approximately
_ one half of the respondenté the telephopé conferences combrised the
first continuing. education program at;ended; 3) most respondents felf
satisfied with the programs but many thought that:there Were too many.

Since 1969 a'épepiallradio—telephone series has been offered
for inactive nurses in order to help them keep up to.date on general
nursing knowledge. Funded by the Wisconsin RMP, this series is but
one facet of the Wisconsin Inactive Nurse Service (WINS). Another is a
project in which independent study guides are being developed on a |
number of topics requested by inacﬁive nurses (2). Yet another innov-
ation pioneered by medicine and wﬁich nursing now shares is the dial
access library (77)._ Nursing Digl Access-was initiafed in 1969 after a

four monfh'trial pgfiod. 'it‘c;ﬁéisté of a ﬁﬁmber Qf_pre-récorded five

to seven minute audio tapes on a variety of nursing'subjécta; The nurse
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dials a 8pecial,teéeghoneAnumber;and'asks for the tape she 1s imterested
in hearing. The nzznrd.is tﬁen played for her over the telephane. The
service is avafl&ﬁle without éharge to all Wisconsin nmrses. Awrecéntly
completed evaluation of the program found that more than one thousand
calls are being receilved per month,Awith two-thirds of them between
noon and midnight; nurses in more rura1 areas utilize the service more
often than do their urban counterparts; hospitals, nursing homes, and
schools of nursing make the greatest use of the program (104). :

In view of the many problems éonfronting inservice education,
it is surprising that greater use has not been made of the newer
educationalvmedié and, .more particularly, self instructional methods.
The only innovative program reﬁorted was that described by Lindeman
and Aernam (67), which was.conducted at Luther Hospital in Wiscongin.
Using a portable siide/sound projector, the nursing staff at;EPis
hospital are developing thelr oﬁn self-study packages on various
nursing procedures.

Dubin, Ma—Sis, and Aldermsm (37) surveyed the use‘of corres-—
pondeace coprseé 4m-immspitals. :They found that hospital administrators
and department heads in the United States generally lacked information
about this method amul that it was Tarely used for inservice educsiiion.
On tEe:other hand, Bogpital admtuistrators.ingcanada were found to
make'fairiy extens¥wme use of correspondence courses for thelr emplpyeeé.
Vith the exception «ff the CNA-CHA Extension Course:on»Unit Administration,
this review found no descripﬁive studies on its.ugeiin either country,

and the,same_was true for programmedAihstruqtion.i
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RECURRING ISSUES AND TRENDS

The issues confronting nursing education are not too different from
those facing medicine and dentistry; however, continuing nursing
education is faced with some unique problems related to the ambiguity
gsurrounding nursing, as well as the need to "upgrade the education of
nurses who have graduated from ptoérams which differ widely" (51).

Adding to the confusion has been the reeent emphasie on the expanding role
of.the nurse. Nukoll (78) reported an analysis of "a recent mailing from
the American Academy of Pediatrice which found that 24 of the 34 training
programs listed for pediatric personnel were designed to admit nurses.

Of these, only 6 required a B.S.N. degree for admission. The duration

of the programs ranged from 16 weeks part-time to 18 months fnil—time
colminating in a master's degree. These data suggest that there is as .
yet.no consensus on the educationai preparation'of pediatric nurse
practitioners. In the meantime, Hutchison (56) has warned:

There is imminent threat of crash prograns developing.outside

the educational mainstream. The preparation of the'pediatric

nurse assoclate falls squarely within the generally accepted

scope of continuing education since the programs seek to

further prepare the practitioner nurse.

She urges that continuing education faculty ensure that the minimum
standards outlined in the guidelines for Pediatric Nurse Associatee be
followe& and that leadership be exerted to ensure that rsound.programs
develop under the spomsorship of university continuing nursing-and medical

. education.

As noted earlier,'Cooper (48) has expreseed concern'from another
point‘of oiew. She'queties whether short term coUreee prepafing L
”physicians' essoeiates 'will prevent a rapid and neceseary increase of

nurse‘specielists‘atf;he graduate level"" Related to this problem is
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the question’ as to whether continuing nursing education shéuld maké
special provision for the granting of credits toward college degrees in
an effort to enable the vast number of experienced and -capable nurses to
obtain recognition for their»clinical capabilities. On this issue,

- Squaires (21) has advanced this view:

Continuing education should facilitate the passage.from

one level to another without lowering standards. This

can be done by careful study and re-designing: of curriculum.

Keeping standards at the forefront but not al¥*owing tradition

to dominate, continuing education should be imvolved in

the planning and provision of courses to move -pecple along

the way. ’

Even as thesge issues are beginning'to be seriouély discussed by
nurse leaders, nursing like all the health professions is moving in the
direction of mandatory continuing.education as. a requisite for practice.
In 1970, the Caiifcornia Legfislature passed a bill which specifies that
after January 1, 1975, nurses and other health professicmals will be
required to sﬁbmit‘proof tizat during the preceding two years they have
informed themselves of dévélopments in their fields, e¥#ther by successful
completion of examinationé, or by pursuing an approved course or courses
of continuing education (65).

At fhé same time, nurse educators are unandmmus in agreement
that should mandatory contﬁnﬁing education be implemenzEed, colleges and
uniVersifies could not,prmduce the required courses at: present (51).
Indeed, with the exception of a few universities and regional efforts to
develop continuing education programs from the perspective dfllong range

co-ordinated planning, continuing nursing education has been described

as "unrelated, ad hoc measures, lacking continuity and follow up' (92).
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CHAPTER X

SUMMARY

Regiatered_nursee are the largest single group of health
professionals. This gronp is made up largely of women, of whem well over -
one-half are married, and approximately one fourth pf-the group is
employed part-time. There is a large inactive group of nurses, many of
whom would be willing to re—enter the work force. Entry into the pro-
fession is achieved through either a diploma or a degree program but the
vast majority of nurses have no academic degree. here private duty
nursing was once the major field of employment, over 83 percent of the
remployed nurses are-nnW'dorking in:hospitals and .nursing schools.

The role of the nurse in patient care 18 .in a state of flux
.with the new role not yet clearly defined. As it emerges, the trend is
‘toward:expanded responsibilities both in generail nursing duty and in .
specialization. Tﬁﬁsris creating new dimensions to the knowledge required
to perform new or moifified tasks in patient care that results in the need .
for systematic learming at ali levels-within the profession.

There have: been four major developments in nursing over the past
decade. These are: 1) a re-orientation of graduate.nurses back to the

| bedside; _2) a trend toward clinical specialization; 3) an increased.
effort to define'nursing’practice through research into patient care; - and
4) changes in the reciprocal roles of physicians and nurses. Inserviée‘
and continuing education have been identified as important vehicles for
‘facilitating_these trends, and indeed, for solving many of the probiems
in nursing. |

While the identified learning needs relative the broader areas

of nuraing are, not at all surprising, a number of studies indicate that
Q ‘ : . - .
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nurses at all levels are insecure in their present positions and that they
are concerned regarding their future in nursing. Furthermore, :the few
studies which have attempted to determime not only what nurses beileve
they need, but also their real learningJEEEiciehcies, suggest that the
learning needs of registered nurseé are mcwerous and diverse.

While inservice education offers the greatest potenti=l for the
development of clinical competence, its yotegtial has hardly be=n
icuched. On the other haﬁd, although comtinuing nursing education at the
oniversity level is in its imfancy, it is faced with some extrmordinary
demands, which the majority'of_schools camnot cope with :at presemt,
neither in termé of faculty, faciliti=s, mor finances. What is required,
therefore, is a clearer delineatioquf:mespective roles of,ﬁhe“unimersity
schools, the employing agencies, and the professional associations who
are-the three major sponsors of continuiuggeducation in nuzsing. More
spécifically, in view of the evolving trenﬂs.in nursing, ft-woulil seem
that the university schools should focus:@en the developmént:mE:Eeadership
and consultant services to the employing agencies rather than Zinvesting
scarcé réBOurces in short course offerings which at best only serve to
neet the pressing needs of the‘moment.

‘Continuing nursing education should exert leadership in.tha
ievelopment of new insfrﬁctional materials and program designs; As
10ted by Conley anq Larsen (24), most of the innovative prdgrams in
wrsing funded through public law 89-239 have been innovations in
>rganization an& administtétion Fathe::than in educational design.

'his is equally true wi_i;h respect to _most':‘:qf_-- ;he';oth_e:} innovative .

programs-deécribed,abva.'”r

Q
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Joint planning and the co-ordination of resources at all levels:
~are also indicated. In addition, the health professions might profitably
pool resources and vork together in developing clinical programs, for
ac amply demonstrated in th¥s review, some of the most "successful"
pfograms in nursing havg been those which have been deVelbped within the
framework of a health team approach. .

In order that continuing education in nursing can achieve the:
learning and changes in behaviour that are required by the expanding rumi=
of the nurse in patient care, it is necessary that educational programs
be developed that are functionally efficient és instruments for éhange.
Th;s can only be acqomplished through the design and management of prog=ams
that are geared to adult learning. Among the several health professions.,,
nursing has been the first to accépt the need fbr speciaiiZed skill and
khowledge in adult education as a pré—requisite for educational planning.
As this trend continues, it wili p;ovide_the.profession ﬁith a c:adre-~
of skilled educational specialists to ‘ensure that continuing éducation

programs will meet the need for learning in the progession.
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PART FOUR

CONTINUING EDUCATION IN DENTISTRY




CHAPTER XI

THE PROFESSION AND CONTINUING EDUCATION

The individualistic nature of dental practice and its rel-
ative isolation from the mainstream of general health services-haa
'several‘important implications for the development of continuing

education,

COMPOSITION .AND DISTRIBUTION

Like physicians, dentists are not being produced in suffi-

cient numbers to maintain what is considered by some to be an
~optimum ratio of dentists to population (56) (42). Despite efforts
.to expand dental school programs (56), population growth will con-
tinue to outstrip the production of dentists. In Canada, an equally
- pessimistic dentist-population ratio is projected for the years
ahead (39). Population ratios do not necessarily reflect an
accufate piéture of the aﬁailability of dental services. Studies
have shown that the use of dental auxiliaries.gan significantly
increase the productivity of dgntists. In boéh Canada and the United
'States, governments recommend that dental auxiliaries be_ﬁraihed to
perform a greater range of dutles than they are presenﬁly rermitted
ﬁo perform (42) (39).

Another important factor influencing the availability of
deﬁtal services is. the disproportionate distributioﬁ of dentists
from region to reg;on. As 1# mediéine, the dis;ribmtion of dentists
E iﬁ'Na:th America vgriéﬁdifectiy'ﬁitﬁ fhe_per éaéita.ipcqﬁe and the

~proportion of ‘the population in urban communities.

Q
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Thus, in the United States the highest dentist~population'retios are found in
the large urban communities of the North East and the least in the South (42).
Similarly, in Canada the highest dentist population ratios exist in the large
urban communities of British Columbia and Ontario and the least in Newfoundland
(59).

Although specialization ﬁas occurred wdthin the dental profession,
only a small proportion of dentists are practising a specialty. McFarlane
(59) repoxtsd theﬁ in 1962 only 3.8 percent cf the dentists in North America were
practising a recognized specialty. While there are no recent national figures,
a survey in Ontario found that only 6 percent of the dentists were in specialty
practice in 1968 (74). Moreover, a report in 1965 by the American College
of Dentistry revealed that less than 10 percent of graduating dentists were going
to obtain graduate degrees or certification in one of the specialities of
dentistry (68). Hence, while it is expected that specialization will increase
appreciably in the future (56), it is nor now a significant factor affecting

the availability of dentists.

Practice Arrangements:

As in medicine, dentists also pool their.facilities and personnel

in order to meet the inercasing demands on their services (59) (48). There

is also some evidence thet hospital dentistry is increasing (25) (48). Generall:
speaking, however, most dentists are still engaged in independent_office
practice (39)’(43), and, as pointed out in the Report of the Committee on the
HealingdArts, "Because they are so independent .dentiste may find it relarively
difficult to keep up with the development of dental techniques, and they may

not be as. exposed to the kinds of quality controls that physicians experience
'through hospital and other control inatitutions required for : the treatment of .

their patients" (74).



Patterns of Work:

Hall (39) noted that about one third of the 216 dentists
interviewed worked a 40 to 44 hour week. TFor the rest, there was
a wide variation from a high of 55 to a low of 35 hours per week.
0f the 155 general practitioners in the sample, 54 percent had at
least one full time dental assistawc while 69 percent of the 61
speclalists had one or more full time assistants. Only 6 percent
of the total sample made any use of dental hygienists and 46 per-
cent of thbse not employing hygilenists felt the idea was a good
one but knew little about the occupation or were not at all
enthusiastic about the re-organization -Zhst wewnld be Tequired to

introduce one into the office.

The findings of the Ontario study (74) suggest that despite
thé growing importance of specialization and preventive oral medicine,
most of the dentists' work is still "largely devoted to routine
repair and réplacement of deg@iyed - feeth, fitting demtures, and the
treatment of common periodontal disease". According to this report,
and implied in others (39) (59) (42), "The dental profession has mnot
responded easily to changing public attitudes and needs, to new
_'methods, or to the new ways of preparing dental personnel to provide

these services".

Both from within amd sfthout whe profewsion the proposal that
continulng education be used as a wehicle for re-orienting dental
personnel to overcome these deficlencies (72) is'being‘advanced more

, and more ffequen;ly. More specifically, at a recent national work-
shop qunsdrgd by the American College of Dentists (72) it was

recommended

.~ 1. That continuing education should not be limited to these
‘ .- subjects directly related .to-dentistfy;:but, include areas
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" that might have "spin off' benefits, e.g.:,:":;u'.:o'c:iolo'g‘ica]:.-].'y_.-j

"oriented courses to provide better understanding of the
needs, fears, and desires of -the underprivileged, as
well as patient groups which require special care-in -
their treatment such as the chronically 111, aged, and -
handicapped. . O U S
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2. That dental societies, schools, and other agencies develop
continuing education programs in keeping with the preventive
cencept of practice, regardless of the student group for
whom instruction is planned.

3. That dental schools implement programs which will provide training
in the management and administration of the total dental health
team for the undergraduate as well as the continuing education
student.
While these recommendations capsule the major areas requiring attention
in future programs, planning must also take into account the opinions of the
consumers of continuing education. Hence, in recent years, a number of surveys

have been conducted in an effort to identify dentists' perceptions of their

learming needs.

NEED FOR CONTINUING EDUCATION

In dentistry the terms "graduate," "postgraduate,”" and "continuing"
#8ducation have been deffned by the Council on Dental Education of the American
Pemtal Assoclation (46) as follows:

Graduate Education: refers to those programs which include a
planned sequence of courses leading to an advanced degree, such

as a Master of Science, the Master of Science in Dentistry, or the
Doctor of Philosophy.

Postgraduate Education: refers to those programs which include a
planned sequence of courses and instruction that de not lead to an
advanced degree, but for which the student may be awarded a certificate.

Continuing Educastion: refers to those'single courses of short
duration (one or two days to several weeks on either a full time or
intermittent basis), which are offered to provide practising dentists
with information about new developments in dental technics and the
science of practice. . ' :
Although these are the definitions generally endorsed by the dental
profession, in practice the terms "continuing education" and "postgraduate

education are often ueed interchangeably resulting in considerable confusion.




In order to present this report according to the terminology used
by the Council, programs of full time study intended "primarily

to prepare dentists for specialty practice and/or for teaching in
a clinical area" (66), were defined as postgraduate education

and . cluded from this review. On the other hand, since it appears
to be common practice in dentistry to award certificates and/or
credits for attendance at continuing education courses, ''non-
academic" credit courses were added to the foregoing Council's

definition of continuing education and included in this review.

As a further clarification of terminology (12) it might be
well to note that a continuation program in dental education includes

the following:

Seminars: A seninar is a group effort in study or research
conducted under the leadership of one or more persons
possessing spacial knowledge in the area of study.

Study Clubs: A study club is an organized effort on the
part of individuals to pool their knowledge and interest
for the benefit of all participants. Study clubs may
be of two kinds: 1) Where the objective is basically
instructional, and 2) where the objective is basically
investigative.

Scientific Programs and Exhibits: Scientific programs
are programs offered by organizations or institutions that
offer lectures of discussions on various subjects of interest
to the practitioners in an effort to keep the practitioners
abreast of developments. Scientific exhibits offer further

~ opportunity for this depending more on the visual aspects

- of the educational process.

Extension Courses: Extension courses or programs offered
by educational institutions are distinguished: largely by

the fact that they are made available outside the facilities
of the school, such as a branch or by mail. '

Intramural Courses: Intramural courses or programs are
those located in the universities’ dental schools.

B According to most writer& continning dental education .ag presently con-
'-q stituted .was a product of. the.second World- war €57) - (49) - (55) (4).

~ b
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‘Up. to

“that time ‘there: appears to haye been few attempts to offer systematically

any-planned~1earning opportunities forﬂdental practitione ,:~$he return to '
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civilian life following World War IIL of a large number of dentists, coupled
with the revolutionary advances in all the health sciences, forcibly demon-
strated the need for specific programs for continuing dental education.

In response to these needs, the W.K. Kellogg Foundation provided
financial assistance to dental schools for the development of refresher-type
programg , thus bringing the universities' dental schools into the mainstream
of continuing dental'edncation. A conference on continuing education was held
in 1948 by seven dental schools which had been recipients of Foundation grants,
and this appears to have been the. first of a number of national conferences
and workshops which have been held subsequently to "study the probiems related
to the establishment and conducting of programs of continuing dental education"
(55) (19) (91) (72).

However, as noted by Mann (55) in 1964

Many of the 1948 problems remain, and totally satisfactory onswers

or solutions to them have not yet been developed...To-day, and

probably more important than fifteen years ago, consideration must

be given to the questions of what properly constitutes a total

program of continuing education for the dental profession. What

are the acceptable methods of continuing education that are or

should be available within reasonable distance or expense? What

can a dentist do by himself with journals or teaching devices,

and what can be done by television? Should a total program have

organization or should it depend upon independent groups, agencies,

and institutions to .provide a sufficiently broad spectrum or

potential experience to care for the profession's needs? If

organization i1s desirable, who should administer it?

These questions are still major concerns in continuing dental education
today. In dentistry, as in all the health professions; there has been much
discussion about these problems but few scientific studies on the ways and
¢ B " means of providing continning education for dentists.

P BRI . : ; Probably the most significant national study was that published in

i | o ) 1960 by the Council on Education of the American Dental Association (46) It
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provided a comprehensive report on the changing nature of dental
practice, and on the general status of dental education including
continuing education. In 1964 the Committee o5 Advanced Education
of the American Association of Dental Schools published the findings
of a survey of dental school programs, faculty, and participants
(hereinafter referred to as the 1963 Survey), which also provided
congiderable information regarding continuing dental education.

A third national survey of note was that by the American Public
Health Association (51) in 1964. This study sought to determine .
the general status of continuing education in dental public health,
and more particularly, to idéntify ;he'continuing education needs

of dental personnel in public health services.

' In addition to these, over the past few years there have
been a number of regional surveys defining the expressed learning
" needs of dentists (63) (89) (1) (24) (65) (6), and a few pilot
projects on extramural programs along with those using the newer
educational media (27) (37) (32) (3). Generally speaking however,
much of what has been written over the past decade have been 4
opinions and viewpoints, particularly with reference to the main
'pre-occupationAof the dental professioq, "mandatory continuing
~education” (20) (25) (20) (30) (36). = ..
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CHAPTER XII

PARTICIPATION IN CONTINUING EDUCATION

Although tﬁere is no accurate data available about participation in
continuing dental education in general, there.is some'data that suggests
factors which may gffect participation including location, field, patterns
of practice, income, age, and the uses of information sources. Most
writers estimate that in any given year less than iS percent of the‘&entista
in the United States participafe in continuing educaiion programs (6) (29)
(43)'(88). Two national survéys provide estimates of 40 percent (63) and
49 percent (84) respectively, but local surveys tended to be less optimistic.
A survey of 34 percent of the dentists in Kentucky (24) revealed that 26
percent had-attended one continuing eduéépion courée during 1967—i968,

32 percantihad.attended two or three courses duriné thi8 peripd, 25 percent
had éttended four or more courses, while 27 percent reported no course
attendance; On the other hand, a review of attendance records at thé

UniVersit& of Kentucky revealed that over a seven year period, the average

- annual attendance in programs offered at the university equalled’the oft

quoted national average of 12 percent (6).
In Minnesota, a 1963 sﬁrvey (64) based on approcximately two-thirds
of the practising dentists in that state disclosed that roughly 43 percent

had .taken at least one course in the past two years, while approximately

17 percent had not. taken a course for ten'or more years. Similarly, a.

‘recent survey conducted by the University of California found that of the

102 respondeute,-77 percent had taken cod:ses ﬁithin the past two years (1).

)
n
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These data suggest that participation in continuing dental
education varies with the nature of the sample population éurveyed,

the course sponsorship, and other related factocre.
Location:

It would appear that the geographical region in which the
dentist_practices is associated with pafticipation in courses.
" It has been found that dentists in the United States liying in
the west snd in the east are more likely to have taken courses
than those in other regions (65) (84). But this can be misleading
since the highest percentage of dentists within reasonable access
to dental schools are those located in the western and eastern
states. Roughly one half of the nation's dentists ére practisipg.'

in locationsrelatively remote from dental schools.

, In general, most studies reveal that while dentists will
travel long distances seeking desirable courses (41) (6), the’
majority prefer courses closer to home.’ The 1963 survey of dental
‘school programs (65) found that &QJB percent of the course partic-
ipants had travelled no more than 100 miles. .

Field of Practice:

Dentists in specialty practice have been found to take
or to have taken more continuing education courses than those in
general practice‘(89) (1). In the national study reported by
0'Shea (65), 86'§ércent of the specialists reported having taken
courses whereas only 60 percent of general"practitioﬁers handone.
so. Among the specialists, more orthodoniists were found to have
taken courses than those in other apecialties. This study also
revealed that dentists who engaged in teaching and/or research,
were more likeiy to participate in continuing education than those

. who engaged only in practice. |
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Patterns of Practice:

Questionnaire responses from over 4000 dentists in the six New England

' States (89) revealed that dentists in partnership and/or located in a dental’

building, were more likely to have taken courses than those in solo practice
or 1oéated in non-dental'guildings.

On the other hand, O'Shea.(65) found that ﬁeithér_practice arrangements
nor office location were related to course attendance; however, 72 percent of
the dentists with two of more auxiliary aides h;d taken.cOurSes as compared to
53 percent with no auxiliaries. ITn additiomn, 72 pe;éeﬁ§ of the dentists who
scored high on the use of preventive procedures had taken coursaé in contrast
to only 54 percent scorihg low on their use. A similar trend was also noted

with respect to the variety of modern equipment in use, "The more such equip-

ment the dentist had, the more likely he was to have taken courzes and to

“have taken them recently."

Income, Age:

Several studies reveal that dentisté in the highef.income brackets
are more likely to take courses (1)'(89) (65). 1In the California study,
66 pefceﬁt of the respondénts earning_$11,000 to‘$15,000 had taken courses
compared with 80 percent in the $16,000 to $30,000 income bracket.(l).. Simi-
larly, in New England 57 percent of the dentists whosg income was in the‘
$20,000 or more bracket _reported édurse ;attendanée versus 39 percent of
those ﬁhose net income was less (89).

A uational survey by the American Dental Association (84) found that

“dentists in the 30 fo'SO,age-:ange were found to enroll. in courses of continu-

ing‘eduéqtipn ﬁhile:béyond 50‘thére was'aieteadyrdéﬁling‘in participation.
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Use of Infor mqtion Sources:

Unlike physiclans who tend to rank formal courses first or
second in order of importance, dentists tend tc rate reading,
meetings, conventions, study clubs, and informal contacte with
-colleagues higher (90) (89) (63) (64) (23) (67). An exception to
this rank ordering was found in California (1) where respondents
rated continuing education courses as the most important way of
keeping up with new developﬁents. While this survey was based on
a sampie of University of California alimni and may be-biaeed,
this difference may be the result of the fact that the State of
California has been very active in the field of comntinuing denﬁal
education (1).

0'Shea (63) found that a greater proportion of respondents
.who rated formal courses as the most important method of'keeping
current were alsoc more likely to have taken one Or more courses.
Moreover, he found that dentists who used other means of keeping
up were also more 11kely to have taken refresher courses. Attendance
at local, state, and regional meetings showed a lesser -relationship
to ooqrse attendance than did participation in study groups and .

membership in general and specialty dental socleties.

While reading is heavily endorsed as a way of keeping
. up to date, the Minnesota survey (64) reVealed that 63 percent of
' the responding dentists spent less than five hours a month reading
dental journals. In contrast, attendance at study clubs and dis-
cussion groups was fairly high, with approximately tyo-thirds

reporting attendance at 40 or more meetings in six months.

A recedt survey by the Amerioan Dental Associetion (84)
revealed that 36 percent of the dentists respondiog belonged to
study clubs that met regularly.' Of this humber, dentists. in the
‘North West region reported the higheat study club membership ‘
(44 3 percent) while dentists in the New England states reported
]:R\K: lowest membership (28 7) petcent. AR
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Surveys of dentists in Colorado and Wyoming reveaiedmthat soclety
meetings and study clubs were most often used as sources of contlﬁuing -
edncation by dentists up to age 55. Thereafter, journals became more important.
It was also found that young gradnates tended to rate tneir'own practicee “

"a very important source of continuing education' (23).

Reasons for Attending or Not.

| Data gleaned from surveys suggests that from 70 to 90 percent of the’

dentists are willing to participate in programs of continuing education (89)
(23)(24). In California (1), 80 percent of the respondents stated that interest
in the subject was the major’factor motivating attendance, 73 percent listed
the improvement of office practice and procedﬁres, 23 percent indicated a
professional obligation, 5 percent'Were motivated,by memberehip in the Academy
of‘General Dentistry, ard 4 percent attended as a result of a suggestion from‘
a colleague. In Kentucky (24), 86 percent of the respondents listed subject
matter covered as the most important stimulus.to couree attendance, 39 percent
were drawn by the reputation of the clinician instructor, 34 percent by course
location, 17 percent by the time of year, and 13 percent were motivated by the
low cost of thewcourse.
| On'the.other-hand the most frequently cited deterrents to course

attendance (not necessarily in order) are: lack of time, distance (89) (24)
1

" (1), costs (24), uninteresting topics (1), and no courses available (23).

"\ Sponsgors:

Dental schoola sponsored the majority of courses attended by dental
: practitionere with dental Bocieties ranking second (63) (24) (64) Commercial

; organizationa, hospitale, clinics, and other miscellaneous groupa accounted
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for by a small percentage of the courses taken. On the other hand,
dentists give first preference to courses sponsored by dental societies
with dental schools rating second (23) (89), and a few indicate that

they prefer small group sponsors such as study clubs (23).

Scheduling of Programs:

Dentists are more or less unanimous in their preference for
courses scheduled on Wednesday (11) (47) (23) or week-ends (73) (23).
The majority also express a preference for short courses lasting three
days or less (11) (47) (23). A substantial number indicate.that they
would bé willing to attend courses scheduled on an intermittent basis
weeklf or monthly over a period of time (24) (23) (47).

The choice of location for courses varies widely. The most
frequently cited locations include: ﬁniversity dental schools; local
hotels; local.hOBpitals,.dr clinics, and community colleges (89) (23).
In New England, dentists in staces with a dental school (Massachusetts
and Connecticut), cited the school as _the most frequently chosen.

location,

Tuition Fees:

The majority of dentists do not'question tuition fees (47) (24).
' Cost is a deterrent more in terms:of the loss of income and travel
expenses than the fee iﬁ itself. One study found that 63 percent of
the respondents felt that the. cost of courses was about right, 25 percent
thought they were %too expensive, and 10 percent indicated that continuingf«
"beducation courses would be attractive even if the costs were slightly
higher (24) '

'Felt-Learning Needs:

Although varying somewhat in rank order, the course tOpics most frequently
;j‘chosen by dentists in New England (89) reflect the subjects ranked highest

\)}




‘in most other surveys (73) (11) (23) (1) (63) (64). These include: crown
and bridge, complete dentures, periodontics, operative dentistry,vend practice
administration. In addition, other topics cited frequently include: diagnosis
and treatment of emergencies (73) (23), and the use of dental auxilieries (73).
In New England (89),dental public health, nospital dentistry, and the care
of special problems were the least preferre& topics.

The Kentucky study (24) solicited dentists' opinions with respect to
course offerings and cdntent_for auxiliary personnel. This revealed that 64
percent would like courses offered for dental assistants, anq 35 percent indi-
cated that they would be interested in participating in conrses with their
assistants. The most important courses for dental assistants were felt to be:
office management, chairside assisting, dental health education, and dental radio-
-graphic technicians; in that order. Courses which were felt to be most
imnortant for dental hygieniste were! dental heelth education and the use of
mechanical scaling devices. Preventive dentistry and fluorides in dentistry
were given top griority for hygienists in,one study (24). |

Most of the program Qirectors who responded in the Dental Public Health
SurVey F51) in 1964 indicated thet the greatest training needs were in the
areas of public health administration and health education. Local. program
”directors also rated training in clinical procedures high in their 1ist of

“priorities.

Instruction:

Dentists express a general preference for teaching techniques which
facilitate peraonal contacts. In New England (89) ; the techniques most pre-
ferred were demonstration..63 percent, participation..SB percent, lectures..Sl

- ERIC percent, and discussion..46 percent. Leaat preferred were non-personalized




260

methods such as television..l8 percent, movies..l3 percent; corre-
| spondence.é# percent, and teaching machines..3 percent. With the
exception of teleﬁision which ranke& relatively high in interest
value in several studies (23) (24); this list more or less reflects

dentists® preferences with respect to instructional techniques.
/ f

The lack of familiarity with availability of educational
media may be a significant factor in the low level of choice for
the media. In the WICHE (Western Interstate Commission on Higher
Education) survey (90), it was found that older dentists tended

either to be uriaware of the different sources of information or
. disinterested in those not available. Younger dentists on the
other hand, were more aware of their need for a variety of different
opportunities not available to them. The instructional processes
not available but desired were: demonstration clinics..52.9 per-
cent; television..51.7 percent; supervised clinical practice..SO.B-
percent; group discussion..47.2 percent; radio..42.8 percent; and

lectures or symposia sponsored by local hospitals..42.6 percent.

Instructors:

In the Kentucky study (24), respondents were asked to
evaluate university faculty members as instructors. for continuing
education courses. Fofty—five percent of the respondents thought
that universgity taculty did a better job of organizing and presenting
material than did dental piactitioners buﬁ 55 percent thought that
frequently faculty members were too academic in tueir approach, con-"
' centrating on reaearch rather than p;actice matters. ‘Some 16 _percent
thought that faculty were not as appealing as nationally recognized
specialists. . o ‘
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CHAPTER XIIT

PROGRAM ADMINISTRATION AND ORGANIZATION

The nature and etructure of dentistry as a profession coupled with the
geographical discribuéion of its members has created preblems that are barriers
to the systematic development of continuing education in dentistry. /% though _
" these barriers are by no means insurmountable, they do account, in part, fer

the slow growth of continuing education in the profession.

ADMINISTRATION

Continuing educatien programs in dentistry are sponsored by'dental
schools, medical schbols; general and sﬁecialty,professional~societies, hospitals,
graduate dental ihstitutes, affiliate member institutions of the Aﬁerican
Association of Dentel Schools, and by private groups ef dentiets in a locality.
Of these, dental-schools are the principal sponsors of formal courses,- In
”1970'(13) (14) (15), dental scheols in the United States and Canada offeree

1,095 courses, as‘compared‘with_340 courses recorded as offered by all other
sponsoring agencies} of dental school offerings; in 1970 eighty?eight courses
were designed specifically for dental auxiliaries which represemnts a suﬁstanfial
increase from 1965, wheh only l9icoursee were offered to auxiliary personnel
(16) (17) (18). | |

Insofar as it can be determined from ceurse listings, some 60 to 70
'percent of the courses -limit enrollment to 50 ot less and have. stipulated the

use of participative teaching techniques in additlou to demonsttetion and
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lectures (13) (14) (iS) (16) (17). 1In practice, however, it is reported
that a high percentage of the courses use chiefly non-participative
instructional techniques (10) (5) (45). In 1970, over 80 percent of
the courses offered were of less than five days' duration and were
designed for general practitioners. Tuition fees ranged from none to
$700 for one twelve day course on Oral Rehabilitation. The most freq-~
‘uently offered courses were: Prosthodontics..252; Orthodontice...136;
and Periodontics..98, with only 36 .courses offered on Preventative

Dentistry{

A survey (78) of over 200 continuing education programs in the
State of Massachusetts in 1968 disclosed comparable findings. The
_ majority of programs being offered were short term and heavily weighted
4 - towards clinicai subjecte; This study also found that 85 percent of all
| dennal society meetings with an educational content were in the Greater

Boston metropolitan area.

A 1963 survey (76) of 36 dental school programs revealed that

'the_majority of courses being offered were located in the universities.

i These few schools reporting facilities other then campus locations listed

w . local hotels, motels, and resoit areas. A survey (51) of 46 dental schools
E in the United States and Canada'discloeed that in 1965 only 8 schools
offered 16 courses for dental public health personnel. Tuition for these
ranged from none fo $50, with little relationship between the amount of

the fee and the length of the course. All courses were available to

dentists and some to dental hygienists.

Administrative Arrangements:

The 1963 Survey (76) revealed that in many dental schools-continuing ed-

ucation programs were organized on a rather informal basis. In 12 schools the

’responsibility for- planning and implementation waa delegated to the chairman
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of the postgraduate division, while in 5 schools programs were directed by the
dean of the dental school, with course implementation being delegated to an
advisory committee or director of continuing education. In another 5 schools

the assistant dean was also the director of continuing education. The remain-

ing schools reported a part-time chairman who had additional teaching responsi-

bilities in the undergraduate division of the school. In most cases, salaries
for those in charge of the continuing education program came from the regular
school budget, but in no case was a supplementary salary given to full or
part time faculty participating in programs, although guest lecturers from
elsewherekwere paid an honoraria in most instances.

Although detailed information concerning the sdministrative\arrangements
in other sponsoring agencies nere not available, in the 1960 Survey of |

Dentistry (46), 25 of the 38 state societies which responded felt that they

- did not have appropriate committees for co-ordinating or implementing programs

in continuing education at the state, district, or local level. More recently

,there is some indication that dental societies are becoming increasingly

involved in continuing aducation in conjunction with dental schools, departments-

of public health, and other sponsoring agencies (76) . The general imnreusion

is that in most cases continuing dental education is individually sponsored

(53) (34).

Instructors and Facilities:

Lack of. suitable facilities and qualified instructors have been identi-
fied as two of the major problems in continuing dental education (46) (62), and

the situation does not appear to be improving OVer time. Although there have

. been many articles advocating the use of hospitals, mobile classrooms,
_ television, andother facilities’ which may make continuing education more

' readily accessible to practising dentists, Lheir use has been limited (77) (52)
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Both Harris (40) and Romano (77) revealed that with the exception
of . dental scoiety meetings, television has scarcely been used for
continuing dental education. Similarly, except for several recent
pilot projects in the use of programmed instruction and teaching
machines, self-instructional and other educational devices have yet

to be explored.

There are many reports of attempts to upgrade instructor
qualifications through in-service training programs; however, it
appears that the majority of these are inadequate (43) (92) (79)r
Shepro (80) investigated teacher education in dentistry and found
that most graduate and postgraduate courses on teaching piaced a
major_eﬁphasis on dentistry rather than on the science of learning
and instruction. He concluded: "It is necessary therefore,. to
educate more teacher teachers beforz adequate in-service courses can
be'« established" (80). ' |

Finances:

Most dental school ptograms.afe relativeiy self-supporting
except for overhead expenses. ' In the 1963 Survey (76) only 4 of the
reporting schools indicated that they were operating at a déficit;
while 26 schools reported that they had surpluses from time to time.
0'Shea and Black (63) believe that this heavy reliance on tuition to
cover costs has contributed to the tendency in continuing dental
education to "provide courses solely to accommodate what the dentist

may want rather that what he may need."

- This market economy approach to continuing education also
accounts in some measure for the: paucity of innovative programs in

- continuing dental education. In_1956 Levy (52) warned:

We are aware of the fact that education rarely pays for itself;

the author peraonally feels that even on a postgraduate level
;dt :should not\‘-If‘the benefits to be derived from extension -

education are to be continued, however, the dental profesaion o
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must realize that no one institution can afford to bear all the

cost, and that the profession must take a grester responsibility

for finding ways and means of sharing the cost.

In this respect, while the language of Public Law 89-239 in the United
States, ''permits and even urges indirectly that dentistry be included in the
policy structure of the regional medical prograns...since the inception of
the regional medical programs there has been little formai inclusion. of
dentists in the programs and little prnject‘development by dental agencies"
(33). Indeed, with the exception of several very recent pilot projects, the
findings of this review suggest that neither governments nor voluntary agencies

have played a significant role in facilitating the development of continuing

dental education.

Publicity and Promotion'

Programs are publicized primarily through course listings published

in the January, May, and September editions of the Journal of the American

Dental Association. Monthly announcements'providing more detailed information

on coming educational events are also published in the "News. on Dentistry"
section of this journal. In addition, specialty journals, brochures, special
pamphlets, word of mouth, and personal communications,‘are other commonly used
methods of publicizing course offerings (83) (10).

" To encourage dentists to attend courses, sponsors of programs also
‘report the use of various incentive plans, including credits toward certificates.
orlfee discounts varying proportionately with the number of c0urse hours of
instruction attended (76) (86) (58). The University of Pittsburgh School of

Dentistry has formed a Post Graduate Scholars Association. On'completion of

c lOO hours of instruction a dentist is considered a member" and is entitled

ito a 20 percent reduction in tuition, after 300 hours he becomes a "scholar
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entitled to a 50 percent reduction in fees. These courses may also
_be used for credit in the Academy of General Dentistry, which requires
regular participation in centinuing education as a condition of

‘membership.

Another interesting plan 1s offered by the St. Louis

University School of Dehtietry. To encourage the young dentist to

continue his education; the dental school gives each new graduate -

five Certificates for Continuing Dental Education. The first

entitles the dentist to a free course and the other four provide

for half tuition. These certificates are valid for the first two

calendar years after gtaduation (58). Some dental schoéls offer courses
~ under a special dividend plan designed specifically for members of the
- ‘Academy of General Deantistry (37).

PROGRAM PLANNING

Most of Fhe prbgrams‘for continuing dental education follow the
" traditional patterns encOuntered in all adult education. Ptogram plan-
 ning appears to rely heavily on participant opinionnaires. There are
many descriptions of questionnaires used to ask participants what they
© 1liked or did not 1like about a course, or what they would like included
in future courses. Other than one article by Berker (5) stressing the
" need for more clearly defined objectives, thisvseatch of the literature
yielded no reports of attempts to identify real learninglneeds system-~
~atically, nor were any studies found which attempted to relate partic-

ipation to actual changes or improvement in dental practice.

Darby and Weiss (22) refer to present course offerings as "an
unorganized and unsystematic educational smorgasbord from which the
individual dentist must choose what he thinks will be most useful to
him". They note that relevant. programs for continuing education must

‘7. be. directed towards a lifetime of 1earning consistent with three basic

-:principles.,,f 5Jéﬁa;¢g;i

.\)
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1. Comprehensive well organized and sequential programs.

2. Equal educational opportunities for all dentists...opportunities
that are accessible, convenient, and continuously available.

3. Learning experiences that are compatible with sound learning
theory and principles.

To fulfillvthese requirements, they call for the establishment of a
national plan, much like that proposed in the Dryer Report (28) for the field

of medicine. To achieve this long r.

-t

goal they stress the need for
coordinated action by all official and voluntary bodies concerned with

continuing dental education. No pattern of co-ordination has yet been estab-

lished that would be applicable everywhere, nor does it seem likely that such

overall programming will be possible in the near future. Indeed, as noted by

~ Furstman (34), "it has been impossibie to co-ordinate all programs in any

given state."
One step in this direction was reported recently by the Dental Society
of the State of New York (9) which anncunced the establishment of a Bureau

of Post Graduate Information which will compile ‘and disseminate data on:

1) officialiy regognize& teaching facilities énd prograﬁs; and 2) current .

qualifications and poétgraduate education of licensed deatists in the Statz

of New York. This infofmation should assist sponsors in eliminating duplication

and it should ultimately facilitate in some méasurc the designing.of programs

for different levels of instruction.
From the few program descriptions,foundviﬁ the literature, the followingz
examples illustrate the varied approaches which have been tried'or are

currently in use in continuing dental education.

Study Clubs:

' Study clubs are a method of adult education unique to the field of

. dentistry. Théy'begah sp6ntgpebu§1y as a systematic way for a small group of
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dentists to provide for their own continuing education. Two
characteristics of study clubs make them particularly wffective:

1) the members are involved in planning their cwm education, and

2) as small informal primary groups they provide for member inter-
action and facilitate the use of instructional techniques with high
learner participation (87). Many study clubs provide their own
programs and instruction drezwn from the ﬁembership of the group

while in other cases they seek expert instruction from elsewhere.

The organizing concept of the study club is not néw in
adult education as comparable groups have existed for centuries for
different purposes. Benjamin Franklin originated"suéh a group in
Philadelphia which became known as The Junto. In every case, then
as now, the study group is a significant method for proﬁiding a
functional opportuniiy for continuing e&ucafion that meets the real

needs of its participants.

In the Guide publishéd By the American College of Dentists
in 1958 (12), the number and location of many study clubs was reported,
including thirty that met regularly in Seattle, Washington. Other
regiohs\reporting numerbus study clubs were Southern California, Oregon,
znd the mid-west. In recent years, dentai schools and societies are
sponsoring and encouraging the fofmation cf-étudy clubs (7).. The
University of Oregon plans and operates programs for study clubs,
including the selection of instruciors, course deépriptions, and
fees as with its regular short courses. Thc members of a club define
their own goals and plan definite pfogiams for the year with univet—-
sity peréonnel.. During recént yéa}s, twenty=-two suchvclubs met at

the ﬁniversi;y and two in a Vererans' Hospitall(87).

At the University of Illinoia, Massler (57) reéorts:

"...8tudy groups of 8 to 15 practitioners register étvthe start‘éf
each_aqadeqic year qu eaqh'group-dgtermings-thekcoursg‘of»stQQy it
desires to'pu:sug;-‘Tﬁe‘groupsﬁmeet-éitheifénéé’a’month-fqr'aifull

. b phmam e
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academlic year or once a week for a full academic quarter. Outstanding
men are recruited to —eet with the groups.

Pavone (68) describes the University of California study clﬁbAprogram
as?

+..0one of the most exciting developments in continuing education for
the general practitioner...These school-operated groups participate
in discussions, seminars, clinical investigation, review of literature

and clinical evaluation of materials and procedures. They offer one
of the greatest potentlale for short-term advanced training that

has been conceived.

Regional Prog;ams:'

The University of Oregon School of Dentistry has initiated a regional
program which brings instruction to dentists throughouf the state. Called

Friday Special, ciasses are held one Friday afternoon of each month at six

differént regicnal centeré. One dentist- in each area serves as co-ordinator
and confirms attendance as well as pafticipating in organizing the.program '
in other ways. Courses have been presented as seminars, but future plans
.include a clinical approach (60). |

The University 6f Pittsburgh Dental School is éonducting a similar
but morevextensivg prograum in 15 ;ﬁgional centers distributed throughout the
state and in surrounding states. College classrooms, private deantal offices,
hotel rooms and hospitals serve as teaching facilities. Teaching techniques
~include’ closed circuit telavisionm, demonstfations, and lectures. .Thﬁ number
of dentists attending}aﬁy given program is rgportéd to vary from 8 to 35. .
Local representatives.are invited to the university campus once a year to
review the past year's program and to assigt in planﬁing for‘the coﬁing year
- (38). | |
Since»1964, the dental staff‘bf anrural hogpital in Poughkaepsie, Ném

| York, has been affiliated with a metropolitan téhching hospital. During a
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ten day educational program participants from the rural hespital
'spend a period of time observing and participating in selected
specialty areas at the metropolitan hospital. Reciprocally, the
staff of the urban hospital visit the rural hospital to participat;
in a one da& and one evening symposium in the five county area
served by the hospital. Subjectively, "it is felt that this
affiliation is contributing to the individual's continuing pro-
fessional education and is stimulating research motivation in the
participant.dentists who return to St. Francis Hospital to share
their newly acquired skills and enthusiasm wifh non—pafticiputing
dentists" (32). ‘

Hospital Programs: -

" As hospital dentistry increases in importance, a number of
sponsors are offering special hosﬁiﬁél orientation programs for
practising dentists. In 1969, the Pennsylvania Dental Association
' initiated‘a séries of hospital training courses which'werg financed
bj the U.S. Public Health Service. Six courses of iO to 12 trainees
each were conducted in five: Pennsylvania hospitals. Each codrsé
provided a minimum of 18 hours of instruction which inzluded
lecturés end demonstrations on the use of drugs, laboratory tests;

- operating room procedures, and similar matters. Evaluation forms
fiiled out by the participants indicated that the courses were
helpful and many *felt that they should be longer (48)

The Glehwood Hills Hospital and the Easter Seal Socidty in
Milnnesota afe‘also co?spoﬁsoring a similar type of hospital
orientation .program. An evaluation of this two &ay bfogram dig-
clésed that dentists who had participated in the seminars were
providing more hospital treatment for those A tients requiring
it (35). o | | |
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Professional Meetings:

The American Dentnl Association's Annual Session is probably the
most comprehensive continuing education »: - zm.offered in dentistry. Extending
over a number of days, its purpése is to ke¢:p practising dentists abreast of
the latest developments in dentistry. The formsat includes panels, fefums,
symposia, individual essays, clinical lecfures, table clinics, plhs a variety
of scientifi: exhibits. Attendance at these is reported to be 10,000 or more

(75).

Television Programs:

With financial support fro@ the W.K. Keilogg Foundation, the University
of Illinois College of Dentilstry is-credited with the first use of closed
circuit interstate television. This program, qonsisfing of 4 weekly sﬁﬂxions,‘
was acéompanied by additional supplementary magerialsf As feported by Lavy
(52), this program was succeséful.in every way excgptlfor the cost which was
considered prohibitive.

Accozding to Harris (40) ;s the University of Pittsburgh Scheol of
Dentietry was the first to experiment with open.circuit‘television in continuing
dental education in 1960. This program consigted-of 4 one hour ﬁéntal glinics‘
recorded on vi&ebtape and télecast on 4 consecutive Sunday evenings during off
air time. AlthOugh'the effectiveness of this program was considered favourable,
George reports (38), that it was discontinued becauéé of lack of funds.'

In 1967 Ballaﬁtyne (3)-reported'a-series of three weekly programs
sponsored by the Oregon Dental Association, and  %.<lecast over open circuit
television in Portlena “reoon. ihis pt@QQam'mas deﬁigned éxpressiy for
dentists buf was open to public viewing. & .auwpling of 45 dentists by

questionnaire indicated that 44 pe:scent thoqght the program was good, 31 percent
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excellent, and the remainder fair to poor. In concluding his report,

Ballantyne comments:

Much of the success of television programs depends on the
ahility of those presenting the material to project them-—
selves and command the attention and interest of the viewers.
Drawing the clinicians from lay members of the dental
association presents difficulties. The use of television
requires that all concernéd learn special skills and techniques
to be effective. '

Since 1968 Tufts University School of Dental Medicine has been
conducting an open circuit television series called Boston Dental Reports,
fashioned after the Boston Medical Reports. The programs are produced
through the facilities of Boston's educatiowal television station and
distributéd to educational television stations in New England by-the
Eastern Educational Network. ided by support from the U.S. Public Health
Services Division of Dental Health and The American Cancer Society,
thc pilot series consisted of three 30 minute colour programé which were
made available later to dental groups and study clubs (85). According
to Dale (21), program effentiveness wiil be asséssed in a - -mber of ways:‘
1) audience patcicipation; 2) knowledge gain; 3)‘ntilizaticn of new
materials, techniques, and equipment; and 4) changes in concepts of
dental practice such as work ﬂimplificat{cn, preventive dental pro-
cedures in dental practice, putient education, or changes in refe:rwing
patients to specialists. Aléo'included in future plans are '"the uce _
of satellite dental teaching teams with accessible mobile or fixed de.tal
units for demonstracions.br participation using modern teaching aids |
for fural dentists who are too busy or reluctant to travel distances,

for assembled education".

Drirnan and Greene (27) report on consumer cvaluation
of an open circuit television series. Consisting of ten one-half
hour programs, the series was Broadcase from four upstate educational

television stations associated with-the New.  York Network and one -
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15 New Yorszity. Programs were announced in local dental Society
journals, the press, and in television program guides. Gf the
425 dentists responding to a questionnaire, only 205 or 48 percent of the
respondents indicated that they had known about the programs. About 25 percant
of these learned of the series through the newspaper, 25 percent through their
dental society bulletin, and the rest by television program guides or by Word
of mouth from colleagues. Only 117 (58 percent) of those who knew about the
series could receive the transmissions on their television receivers. Forty-
five dentists indicated they had watched the first program, 42 watched the
second,‘and 39 watched the third. Only four had watched all ten prograws andr
18 had seen oaly one.v The main reason given by those not watching was the
inconvenient broadcast “ime.

In discussing ways to inprove motivation to participate in televized
programs, the authors recommend: 1) that upon showing evidence of viewing
the programs dentists be granted credits which could be applied toward continuing
education requirements, 2) that denital societies or dental schcols contemplating

producing television programs seek the services of a professional consultant,

.a television director producer; and 3) that speclal efforts be made to publicize

and acquaint potential viewers with details concerning the programs.

Diraggio (26) reports that the launching of the largest. state educational
television network in Kentucky has resulted in a multidisciplinary approach to
educational television for the health professions and the allied health groups.
The co-sponsored series of televized programs called PANMED began in October,
1969; Although'initiallyfplanned as a series of 15 programs, in which all the
disciplines'wouldebe represented, the pressure of time resulted in the decision

to use existing .apes and motion pictures for initial programs. In hopes that

et TR N



the health professionals in each discipline would view the entire
series, schedulee of programs were sent to all health professionals

in the utate.

A questionnairé wax used to evaluate the first four shows.
Of the 303 dentists responding, 130 (42.99 percent) teported viewing
part one and 105 (34.6 percent) part two. DiBaggio concludes:

The results of the survey seem to support an earlier study of
continuing education in Kentmcky in which it was reported that
12 percent of the state's dentists attend continuing education
courses. Apparently, this percentage cannot be appreciably
increased by bringing the programs into the home (13 parcent
watched the television programs devoted to dentistry).

" Correspundence: Programmed Instructiomn:

’

The United States Naval Dental Corps l.ias been offering con-
tinuing education through correspondence study since 1957. This
consigts of general courses on dental specialties and shorter topical
courses which are structured in-a format similar to that used in:
programmed learning. The tarfet audience includes reserve officers
and those on actire duty. Ddring the first five'year trial period
Heck and Lackey (44) .estimated an enrollment of 7,000 with an 89

'perCent completioh rate.

The Division/bf_Dental Health of the United States Public
Hedlth Service has been experimenting with pilot projects utiflizing
‘programmed ‘instruction on individual and group teaching machines. At
the Division's Dental Health Ceiiter in San Francisco & team of spec-
iﬁlists prepare nrogrammed materials for méchine presentation. To
date, tﬁoﬂsands of dentists have taken these experimental courses

which are not available on'a wide variéty of subjects (61).

For the past six years the Division of Periodontology of the
"Uniyersity of California School of Danristry has been using programmed
instruction in its continuing education projects. Under a grant from
the United States Publi- Health Service, it is developing seif- _

-instructional materials on Pei? odortology specifically designed for

~°nera1 practitioners (69).
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Information Retrieval:

The Dental Training Center located in the Veteran's Administration
Hospital in Washington, D.C., serves as.a major resource cenier for the
production and distribution of audiovisual materials. Using the facilities
of the hospital, the center has been developing 8mm. single concept films in
such specialized areas as Periodoutology, oral surgery, prosthodontics, radio-
.logy, oral diagnosis, and patient education. By the end of 1968, it was
.esﬁimatéd that over 75 cartr;dge films would be available to supprrt the
educational programs for veterans' administration denfists.' It was élso
expecte& that the films would be made available for purchase by interested
individuals and groups {(81).

The Audio-Visual Library of the_American Association of Orphodontists

 is curfently nffering over ﬁinety different slide-tapéé and 16mm. films on
different dental subjects on a loan-rental basis. In 1967, more than 2,000
individual programs were distributed to orthodontist departments at dental
schools all over the world. éresently the Audio-Visual Committee is
_"investigating the use of photograph boqk—tépe programsf;z individual usé,
.ugse of céssette tapes, and other possible ways of expandihg the value and
use of the Audio-Visual Library" (50).

The American Dental Association Librafy; or Bureau of Lihfary and
Indexing Service (BLIS) Llocated in Chiéégo, provides a two week loan service
to associatibn members énywhere in fhe country. In 1968, 10,268 books, journals;
mic¥o~filme, and pﬁgkage librariés were reporf&d in circulation. Another
important part 6f the Buregu's function is the indexing of dental journais, and

more particularly, its production of the Index to Dental Literature, in
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‘co~operation with the National Library of Medicine (71).

CURRENT AND RECURRING ISSUES AND TRENDS

Tﬂggﬁbst significant development in continuing dental ed-
ucaciu.. - 'er the past decade has heen the increased demand far ¢ change
in state dental laws which would make participation in continuirng
education a requirement for practiée. At least four states, including
New York, Kentucky, Oregon and Pennsylvania, have made parficipation
in continuing education mandatory. California, Minnesota, Missouri,
and New Mexico are proposing changes in the law that wouid also make

continuing education mandatory (23).

The issue remains highly controversial. Since the precedent
set by the New York State Health Department's Title XIX of the Social
Security Act, which "pi@scribes the standards of continuing education
which dentists must meet in order to participate in the Medacaid
prograﬁ" (2), movement in this direction seems: inevitable. Reasons for-
and égainst‘mandatory continuing education were summarized étfa
recent conference sponsored by the Philadelphia County Dental Soclety

(54). 1In brief, arguments in favour were as follows:

Tax supported health care programs are with increasing
frequency requiring evidence of the competency of the
professionals who will render the service. Hence if

the profession does not set the standard and provide the
mechanisms, for ensuring~compdtence, government agencies
will.

The general impression is that many dentists are not keeping
thelr knowledge up to date.

The trend is in the direction of more rigid requirements in
all segments of. the profession, and this trend will probably
be carried into the field of centinuing education.

' . The quality of dental servides would improve and the image
of dentistry will be‘enhanced in the eyes of the public\

Conversely, arguments against mandatory continuing education
. include:. : _
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Continuing education is the responsibility of the individual dentist
and the profession as a whole.  More carefully planned quality education
would provide the incentive for individual dentists to participate.

Compulsion of any kind that would tend to coerce a group into forced
education processes might result in an attitude of rebellion that
would not be conducive to meaningful learning. Attendance of
continuing education does not mean necessarily that the knowledge
gained will be applied in practice.’ T

Self motivated learning is more likely to lead to a thorough and con-
scientious performance of service. S

There is actually no positive proof with regards to how much continuing
education dentists engage in. This is particularly true with regards
to how much a dentist reads on his own, how many scientific meetings
he attends, oxr how often he improves his knowledge through comnsultation
with colleagues.

In its 1968 Annual Report (83) the Council on Dental Education of the
American Dental Assoclation issued the . >llowing statement:

The Council feelé strongly that the #inal determination of the require-

" ments and procedures to be utilized by agencies of the dental profession

to promote and assure continued competence must be the responsibility
of state societies and dental examining boards. It should be the
prerogative of the boardr and constituent socleties to detérmine the
amount of continuing educ “on that should be expected of the practi-
tioners in their states. should be their prerogative to decide
whether continuing education should be required for licensure renewal...

In this respect, a recent survey of stat2 boards of dental examiners
disclosed that more than two-thirds of the 43 . :sponding boards felt that
continu?.g education should be voluntary and expressed reluctance to pass
legislation to make it compulsory. Most boards indicated that continuing
education for dentists was not too successful. As one respondent put it:

I feel that AADE should encourage continuing education, but there is

a problem of good programs and facilities. If the programs are

really good and offer what practitioners need you will not have to

pass laws and rejuire dentists to attend. Too many dental meetings

offer the same old lectures and epeeches that have been given over .

and over for years (38). ‘

. DiBaggio (25) sﬁggests that a "realistic solution would be o teach’

the dentist to selfjlearn," but adds ruefully, "neasuremeni of how well he
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does, presents cdrtain problems".

In continuing dental education, needs and problems are by

far more evident than progressive trends. Nevertheless, according
to Weclew (88):

The ideas emerging about continuing education for the general
practitioner seem to be taking the following pattern:

Every effort should be made and every means explored to
motivate the practitioner to participate in continuing
education.

Relicensure should be regulated by the piofession itself.

A program and curriculum tbzt would raise the level of all of
dentistry should be developed:

L

-~ .

h,

Refresher courses should be planned to interest all
dental graduates and should include a review of basic
dental concépts and a resume of the newer concepts.

More sophisticated courses should be offered to those
who have had the.-preliminary chursss.

A pfogram of continuing education of.yearly courses to
be attended throughout the dentist's entire pro-
fessional career should be planned.

A postgraduiate course that will lead to a certificate’
and diplomate in general dentistry should be developed,
with the length of time to be extended so that the
dentist can practice while attending scheol.
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CHAPTER XIV

SUMMARY

Continuing education in dentistry has not developgd as extensively
nor over as long a period of time as has occﬁrred in other health ﬁrofessions.
Thié is dﬁe, in part, to the individualistic nature of the profession and to
1£s relarive isolation from the ﬁainstream of the general health services.

Sﬁrveya indicate that while thgre is a shortage of dentists in North
America, there is also a problem of maldistribution and ineffective utilization
of available dental manpower. Furthermore, the traditional framework within
which dental practice is organized éervés as a barrier to inncvation and change.
. Accordingly, the proposal is being advanced 1ncreasiﬁgly that continuing
eduéation must stress: 1).new practiée methods, such as>group praciice or the
"use of auxiliary personnel; 2) greater social responsibility including care
of speciél problems and preventive dentistry; and 3) greater integration of
thg biological éciences.

| On the otheir ‘hand, practising derzists are requesting short twe to threé

Qay courses on "bread and butter topics which‘will be of immediate benefit to
them" (38). There is some evidence that some dental pfaCtitioners.feel that
university faculty are not skilled in translatipg research into terms meaningful

. to clinlical practice.

PARTICITATION

The participation patterns of dentists are not materially different
friw those in the other health sciences. The two major deterrents to partici-

pation L5 continuing education programs are a lack of time and dilstance. While
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a lack of time is questioned by many (10) (31) (49), the geographical
dispersion of dentists, both with-respect to their-practice and with
reference to the location of dental schools, suggests a need for
decentralized programs. In addition, since many dentists indicate a
lack of familiarity with the ‘newer educational media which could help
to make education more convenient, there should be greater use of

these in continuing dental education.

ADMINISTRATION AND QRGANIZATION

In terms of faculty, finances, and facilities, continuing
educatiou 18 given a secondary place in dentistry. There is also
considerable evidence to suggest that many sponsors are providing
courses sclely to accommodatz what the dentist may want, rather than
what he may need. This appears to be related to two problems:

1) the heavy dependence on tuition fees to finance programs; and 2)
the difficulties inherent in precisely defining educational needs.

Other major inadequacies identified in this review include:
1) the almost complete absence of program evaluation, 2) ti:e lack of:
imaginative, innovative program models; and 3) the pressing need for
decentralized programs which would make continuing education more
readily accessible te practising dentists. Moreover, if an impact.
is to be made on the preventive and social aspects of dentistry,
ongoing integratedlprograma are.required. This calls for much
greater co-operation among the various agencies presently offering

programs. .

Despite these and many other shortcomings, it would seem
that the increasing trend toward making continuing education a condithon
for practice, has had some positive effects on ‘the development of the
field. Foremost it has forced the professional associations, dental
colleges, and other agencies responsible for stemming the “tide of pro-
fessional obsolescence to search for new methods and approaches to the

process of continuing education,
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PART FIVE

CONTINUING EDUCATION IN PHARMACY




CHAPTER XV

THE PROFESSION AND CONTINUING EDUCATION

=

compounding skills of the pharmacist are fast becoming obsolete. At the same
time, in the wake of the so-called "drug revolution," pharmacists have a
major role to play in ensuring "adequate controls in the handling and dispen-
aing of today's potent drugs" (30). Accordingly, the profession of pharmacy
1s presently seeking to define and interpret this mainstream professional

function within the context of the changing health care system.

COMPOSITION AND DISTRIBUTION

Ross (33) surveyed the field cf phérmacy inrlgéé and found that the
distribution of pharmacists in Canada followed a pattern somewhat similar té
that reported for dentists and physicians. In short, British Columbia,
Ontario, and Manitoba, iePQEEEd the most optimum pharmacist/population ratios,
while Newfoundland and the Yukon Territories reported the least féVﬁﬁrable
siéuatiﬂni ‘In all regions the large urban centers were f%und to attract the
greatast numbers and the younger pharmacists. A great majority g? pharmacists
in this Qeuntfy were engaged in retail ?ﬁatmaey in 1962i

| Although mcre'regent,fiéufesﬂwére not available for Ganada’as a whole,
pharmacist ménpawef statistics in the United States (11) and the 1968 Survey
. of Pharmacy in Ontario (22) suggest that the msﬁufaetgring and retail branches

- of pharmacy are still absorbing the_gréatgsﬁinuﬁhe: of phaxmacists. In the
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meantiwe, there is evidence to suggest that hospital pharmacy is on the
ascendancy and predictions are that as medicél care becomes more hospii
based it will become necessary to increase the numher of haspitai phaft
and specialized training programs related to institutianal phafiacy P!
(10).

The proportion of women in pharmacy is reported to be increasin
(33). The Ontario study (30) revealed that in the 1967 graduating cla
Faculty of Pharmacy at the University of Toronto, 40.1 percent of grad
were women as compared to an average of 5.5 percent in the years 1926
Hospital employment appears to attract a far greater number of female
cists that it does males (33). If these trends continue, they will ha
important influence on the future nature of the profession. It can be
that as the proportion of female graduates increases, a larger number
pharmacists will leavg the profession at least temporarily after relat
few years of pfactigé} and that an equaliy large number of pharmécists
in hospital pharmacy will be part time workers. From the point nf vie
continuing education, this will mean that the profession will have to
in its long range plans an appreciable increase in the number of ongol
flexibly scheduled refresher courses.

As might be expected, faculties of pharmacy and fe;ear@h divis]
manufacturing establishments attract those few pharmacists with advani
degrees, while those with the minimum basic educational requirement a
primarily in haspitéls and ret311 wnrk (33)_ Brodie (10) notes, 'th

- future of pharmacy mightrwelllha?e beer cast in a diffetent mold had ;
"chqaeﬁ the ga&él.af medicine establishing the minimum educational req

' for practice as a praféssiénél doctor's degree."  He Eeliéves'thatsth
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development of a sound professionally oriented program of pharmaceutical

" education at the time medicine established its basic educational program

would have kept the practice of pharmacy free of the commercialism which is8

said to have clouded the prafegsiuﬁ;_

The Changing Ng;utérafhgragtigg;

Whatevet its past may’ have been, the practicg of pharmacy is changing

rapidly. The pharmacist 1s no 1anger simply a fabricator and dispenger of

’ ﬂtugs. This traditional function has passed from the practitioner to the manu-

facturer and, more recently, pharmacy educators have been advocating a new
role vari@usly:définéd in the literature as "eclinical pharmacist,"

"therapeuﬁ*c adviser,i or even "glinical phatmggalagist" (16) (29) (2) (13)

Whatever the name used, and in Epite of the minor dif:erences in the functions

proposed, in all definitians it is emphasiged that the pharmacist must be

available to provide precise information on medications to enquiring health
personnel and pétiEﬁts (30). In shérz,'this new role would establish the
pharmacist as a "drug information spéeialisti" The implementation of this
new raig is a major concern af the prafessid; for while some hospitals have
Eueeesgfuliy placed phafmacists on nufsing units anﬁ on ward rounds with
physiniana (23), the pragess of change has been slow. Moreover, studies have

gshown that health: prafessianals tenﬂ to seek drug infnrmatiﬂn fram gources

- other than pharmacists (30) (23);

A number of studies have revealed that pharmacists are able to provide
the factual drug information, but lack consulting skills although several

studies suggest that Enoﬁlédge iefigieneies'may exist (23) (24). Since most

of thesa studiea are defective with tggpect to :eseatgh ptaeeduraa no fifm

,eﬁnclusiéga esn,be drgwn. Hast writers agree that Bﬂ impnrtant vehicle for
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helping pharmacists to assume this new role is egntiﬁuing education.

NEED FOR CONTINUING EDUCATION
In pharmacy, :gﬁtinuiné educatién refe:s zé that phase of professional
education which begins "after the practitioner has received his basic educationm,
usually a Bécheiat of Scilence or a ﬁazter Pharmacy degree, or after he has
zamplétéd,a program &eﬁnted to advancement iﬁ a particular area of his base
education, usu&ll& a Master éf Scieace or, more fafely, a Doctor of Philosophy
degree and/or a hospital pharmacy residence." It'é purpose, 'is to provide

a practit icnéf learner with knowledge, skills, attitudes, and insights, that

will continue to increase his capacities and improve his professional confidence
in rendering patient care" (12).

As in th; other health préfessians, the development of continuing
education is relatively reéenﬁ in pharmacy. Blockstein (7) and others (14) (9),
trace its beginnings to the Pharmaceutical Survey of 1948 (7) which brcught
the university pharmacy schools into the mainatream of continuing education

activities. 1Its recammendatians relative to institutions of higher learning

were:

1. It is recommended that each of the accredited colleges and
schools of pharmacy recognize and assume responsibility for
providing organized programs of in-service professional

- instruction of the practising pharmacists within the area
normally served by the institution, and to this end set up,
under .competent, professional direction, an operation.unit

" to be known as the "division of pharmaceutical Extensign.

2, It is recammended that the duties of such divisions of
~ pharmaceutical extension include the development of refresher
courses conducted at the inatitutions, programs of reading
cgrrespandenze Etudy cauraea, and the systematie visitation

- 3, It 1is: recnmmended Ain arder to insuré the maximum cnaperative
effort, that the state boards of pharmacy of each state take- the
initiative’ for the creation in the state of a Pharmaceutical
Extension Council consisting of the dean of the college(s)
. or school(s) of pharmacy, the director(s) of the division(s)
‘of pharmaceutical extension and representatives of the ‘state
‘pharmaceutical association and thg state department of -

vpublie iﬂatfuctian.f,j,‘r1; S

LRI

e vt it
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In fesgaﬁse.;a these recommendations a number of pharmacy schools are
reported to havé established continuing education programs, and the concept
of continuing education as a fespnnsibility of the pharmacy schools gained
in popularity, albéit slowly.

In 1955; the American Association of the Collegesof Pharmacy (hereinafter

eferred to as the AACP), established a Committee on Continuation Studies.

H

[

ts purpose was to "study the problems of continuing education, make recommenda-
tions to the AACP, and to serve as a communication media among the member
schools" (9). The annual reports issued between 1957 and 1967 have consisted
largely of brief quantitative summaries of educatianal,activitigs reported Ey
member schools and agmﬁEﬁts with regards to repo rteﬂ problems. As early as
1957, the Committee recommended that a study be undertaken to determine the
nature and scope of continuing education in pharmacy; yet it was not until
1967 that such a survey was actually undertaken (22).

| The findings of this study reflect some progress where comparative
data are available, Nevertheless, a more recent report by the Committee (37)
concludes:
state Qf ccntinuiﬁg education far pharmagists. Without impugning
the fine efforts of some individuals, colleges, and associations,
it is fair to state that more significant and successful continuing
education programs are needed to help the practising pharmacists
who are confronted by an ever increasing body of knowledge and by
constantly changing conditions affecting their professional
practice...it should be appreciated that the colleges must sponsor
and direct the efforts needed to find solutions to the ever-

present problems of continuing education, a low level of partici-
pation, inadequate or unsuitable programe, -and insufficient financial

'~ support.

This review nf the literature from 1960 to 1970 pruved equally

' unrewarding- Gﬁly thi:ty threg refetencaa were fgund whigh felated to

;antinuing education in pharmazy, and of theae, ﬂnly seven were af a reaesrgh.

et b

Q
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Of the reports located, probably the most useful source of information

for those developing continuing education programs, are the proceedings of

national conferences held by the Teachers' Section on Continuing Education
.0f the AACP,

These have been published in
Education since 1964.

the American Journal of Pharmaceutical




CHAPTER XVI

PARTICIPATION IN CONTINUING EDUCATION

Pharmacy has been the 13 t of the major health professions to engage
in the continuing education of its meﬁbgfs- This involvement is of sucﬁ recent
origin that it is not generally recognized or asceptéd by either practising
pharmacists or by universities. Cansequéntly, there is a paucity of literature
describing the extent of opportunities for continuing education or the acceptance
of these gppaftunities by ﬁhé_?fngSEiaﬂ.

Braucher (9) surveyeé fiftysfive colleges of pharmacy in the Hnited
States and géthe:ed daté aﬁcut their programs in continuing education which
glives some indicatien of parﬁi:i;atiﬁﬁ by §hafmaci§ts_ In presenting his data,
Braucher indicates the number of pharmacists who were "pfsmcted" grisglicited
to patticipate in courses and the number who actually attenﬂgd From these

- data he computées a participatign index that is an interes sting and curious

statistic. 1In one respect this index is a measure of the percentage of the
potential paéulati@n that actually pafticipated aﬁdi'in another sense, it is an
index of interest in continuing education and assessment of the effégtivEﬁeas of
Ehé'ptaméti§nalVaetivities of the sponsoring agencies (Tablell).
Brauchef's ﬂata caver5:twa yéats and ﬁﬁile there iEVgEﬂEfEll? an
inefease in.l§68_§§32“1§67, this 18 too short a period of time to indicaté any
trend toward ine:égsiﬁg participation in continuing education by phsrmacists;

Between 1967 and 1968 there was an increase of 30,57 percent in the total

' 1number of participants in all cnurses repatted. Furthermare, there was an -

: 1ngraaae fram 5.64 pe:gent to 7. 31 petcent in the percentage af the‘target
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population that participated.
When employment is considerad, community pharmacists showed an increase
in participation of 11.56 percent, hospital pharmacists increased 25.46 percent,

and those pharmacists classified as mixed increased partigipatign by 44.71

percent. On the other hand, industrial pharmacists showed a decline of 23.76
paféenta

In 1957; the ﬂﬂuraes.spﬁnscreﬂ by pharmacy schools alaﬁe attracted 1.87
percent more participants than courses co-sponsored with aascciatians but in
1968 the co-sponsored courses ex.eeded the school courses by 31.6 percent. This
suggesta that the assﬁﬁiatiaﬁs were a force in promoting courses. This is
born out by the participation index computed by Braucher which shows 11.95 percent

'in 1968 compared with the schools index of 4.22 perceant in the same year.

The pattiéipatiéﬂ index shows a decline in participation by community
pharmacists but an inﬂrease .dn all other claéses betwaan 1967 and 1968. Indust-

rial pharmacists had a gfeatef-iﬂete&ae in the partieipatian index than did any

other class.

‘When Braucher's data for 1967 is compared with that reported by Jobe
(22) for 1966, there is a decrease of 7.8 percent but an increase of 20.38 percent

in 1968. The concern is expressed by some in the profession that continuing
education may be reaching the same group and that those mas; in need of continuing

education may not be pafticip ing (8) (32).

REASONS FOR ATTENDING OR NOT

The three major ebstacles to parti;ipaﬁian idéntified by faspandenta
in the Purdue study (32) were: the difficulty of finding tégiEtEfEd PEESanEl
to relieve the pharmaciat dutiﬁg his abEEHE?‘ ,1@ 8 of iﬂEﬂmE relative to time

,away1fr§m;ﬁafk;;and;géﬁgraphigal distancé=frﬁm,the location af_p;ﬂgram§! in that
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order. While distance wés cited as an important obstacle by almost one

quarter of the fespandenté, the school of pharmacy at Purdue conducts program
in 1éeal cammuniﬁies; furtherﬁaré, fgur of the eight respondents living in

the vicinity of the campus admitted to not having attended a Program on campus,
This study‘alsa found Ehat while 80 percent of the owners of phafmacieg
expressed a WilliﬁgnEEE to. deffay egpense for mpléyeesg only 5 percent of

the EmplﬂYEE regpandentg had had theiz expenses paid to attend. Deficilencies
in the program were also rated as an important deterrent to attendance. rThe
most frequently cited weakness of programs was theilr similarity.

P Subjesc’mgtte; was thé most impartént rgaaaﬁ for attending while a
well known speaker was rated EEﬂQDﬂ, and conference location third; The
inclusion of gocial events in ecﬂﬁinuing education sessions was not found to be

a major factor influencing the decision to attend.

Scheduling of Programs:

Polls indicate that pharﬁacigts prefer one day sessions (19) (32),
haﬁever; studies disclose that lanEEr courses scheduled intermittently in the
evenings are aisg favoured by a relatively la:ge percentage of respondents

s o= o=

(17) (19). In an earlier survey 1n the state of Mississippi, ‘two to thtée day

" courses were rated highly, despite the obstacles to attendance (1?).

Fees:

According to the respondents in the Purdue survey, a reagonable fee
for a single seséiﬁn'wasrcaﬁsidéreﬁ;te be between $5.00 and $14.00, but fees

were not seen as a major detexrent to attendance.

_VFg;t,Lésfﬂing¥Needé=,'

\‘l

A number of Eurveys and repa:ts auggest that despite a wide variety

of topies requgsted, pharmagista ténd ta rate business management subjects

i i
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relatively high (13) (325 (19) (17). At lgastrtwa EusEYSVtE?Eal that ia the
science area the greatest learning needs relate to pharmaceutical advances and
pharmacology (19) (32). Bernardi (5) reports that in Connecticut pharmacists
are increasingly requesting courses ﬁﬁ!PhYSiﬂlégy: Other topics %hich have -
‘been asked Eéréfrequentlf are interprofessional relationships and the effect

of 1§gislé£i§n on phaimgeisﬁs (8) (19). Whenrrespcndenta were asked to offer
fur ther suggéséicﬁs in the Purdﬁg.study;,prﬁfessiaﬁél topics were requested far
more often than business matters but with scientific éubjeets almost completely

ignored.

Instructional Processes:

The Mississippi survey (17) found that 64 percent preferred the iecturé
technique. Less than 10 percent wanted participative laboratory courses, but
éS;f pe?;ent of the ?espandénts did express an interest in demonstrations,which

may indicate thgtpharmaeists desire to learn and ébservé.naw techniq;es. Iﬁ
this study, la;ﬁﬁpareéﬁt seléeted cartésp@ndencg as the prgférred means of
'keeping up to date. Other studiés,praviﬂe'evidéngé that pharmacists would like
opportunities té engage in independent stuayrilBJ (4);7 Téée-fégerdiﬁgs on

) éertinent toplecs have been cited as a method which would ab%iata the need to
leave work in gtder to keep ﬁp to date, A fEﬁénE eﬁaluatian of é correspondence
éaurag':eparteé by Barnes (Sj fevgalg& that*phafmagists,ratedéag:tespaﬁdence

~study highly, with older pﬁafmécisﬁs most responsive.




[ ]
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CHAPTER XVII

PROGRAM ORGANIZATION AND ADMINISTRATION

associations at all levels—-national, state or provineial, and local. However,

the primary sponsos of formal programs are the university schools of pharmacy.

CURRENT COURSE OFFERINGS
There-is very little'desgripéive data available about the extent of

continuing education in ph3rmgey 80 that it is not possible ta)shaw changes

over time with any validity. Braucher (9) Eas supplied virtually the only
"substantive data available a;ﬂ this covers the period of 1966 tQ.iQEB so it is

not suffigient to éhcw pasitivé trends. _Ggufses'caédﬁcﬁed ﬁy Schﬂéls of

. Pharmacy during this three yeéf period shéw a slight increase from 109 in 1966

to 145 in 1968.. While most of these courses were afferadién'campusg the trend

to mcré aff eampué courses is evident. 1In 1966, SS.Bﬂrpereént of the courses

offered were on campus but this declined to 46.89 percent in 1968.° In 1967,

1967 and 17.93 péféeﬁt'in71§5§ offered thréugh'tﬁat_media, As the number of
- courses increase the average length af the course declined from 9.51 contact

hours iﬂélgﬁﬁ to 8.92 contact hours 131;953.';(Tab1éi11)7
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Braucher also reports the number of caursesrafféréd jﬂintly by Schools
of Pharmacy and Professional Associations for the same three year periad.

Joint sponsorship of this sort shows no consistency and no identifiable trends.
In 1966 there were 145 Jointly sponsored courses with 117 in 1§§7 and 138 in
1968. These data Euggéét a decline in joint sponsdrship. The location of
courses Jointly Epgnsatéégis equally wvariable with 85.51 percent off campus in
1566 hut.ﬁg;Sé percent inalgﬁs. The average number Df hours per course tended
to show an in;reése from 5.40 in 1966 to 6.90 in_l?&E_(Iablé Ivy).

| In comparing jeintly sponsored courses with those conducted églely by
schools of pharmacy, several difféfencésrar nnted. éggrées conducted by géhaalg
are held on campus more frequently and tend to be longer than are thgge!jaintly
sponsored. School courses on campus have increased in length between 1967
and'iQES, while jointly sponsored courses on campus have declined in length
over the same period. On the cther hand; school sponsored cff—camphs courses
were shgrtér in 1968 than in 1957; whiie”jﬁiﬂtly sponsored off-campus courses
did not éhamgé in ;ength. In beth instances, off campus courses are shorter
than those on campue. Aitﬁsugh the schools of pharmacy have experimented more
with television, jainély Epaﬁéared television éaﬁrsesihaverbeen longer.

| The subject most often presentéd is pharmagﬁlagy;iwith an increase of
apérazimately 5@ péréeﬁt in the number af aaﬁrses*affe:edrﬁﬁ tﬁig Eubjecf between
1967 and 1968. - Subject matter ﬂealing with community pharmacy shﬂwed ‘a slight
inéréase of some 16 pergent. Althaugh the number of courses on public health

|
increased between 1967 and 1963, clearly course gfferings en this very impartant

subject are still small. I; is also worth noting thgt no course was offered
~ on dental healnh in 1968 and only one course offered in 1967 (Tab;éwv);”" N
R S TR w._. S T T . :
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ADMINISTRATION

Thé i952=63 Report of the American College of Pharmaceutical Education
disclosed that in 1962, thirteen colleges of pharmacy had Extension depart-
‘ments. Of this number, three reported a full time person in charge, while
nine had a part time director, with two colleges reporting an additional part

time person, and three reporting full time clerical staff 27).

change, with only Eight of the 74 colleges reporting a full time director in
continuing education or extension and only nineteen a part time person. ' The
majority of continuing education programs sponsored by the colleges are

'managed by faculty who have responsibilities eiaewhere (1) which may account

relatively few courses available;

Hh

or th

i

Finances and Faculty:

" As in the other health professions, ’unds are of prime concern in
continuing pharmaceutical education. In 1966, registration fees made up abou

45 percent of the total revenue, and in 1968, som e 50 percent. The second
_majar source of funds in 1968 was grant money used to subsidize courses (9).
Although departments of continuing pharmaceutical education which are part
| of state universities are in a ﬁgfe stable Peaitien financially, generally
spégking universities have not all cated much money to cantinuing education.
Sinﬁe regular faculﬁy members who participate in caﬁtinuing educatian programg
are usually not ﬁai&f this limits the ghaigg of instructors (34).

Although phafmaceutical firms have pravided 1argé sums for the develop-

perim tai prajegt in cantinuing medical edugatinn, they have not

E
]
-]
ot
m‘

'-tbeéﬂAa Eigg'fi t_sgurcazﬂf funds for cantiﬂu;ng pharmaceutical education.
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Furthermore, government grants to support continuing education have been

minimal. A number of writers express the view that pharmacy has lackad an
organized approach in its efforts to abtéiﬁ additional funding, and they
recommend 1) establishment of central statewide continuing education offices

to co-ordinate programs, pool resources, and to seek funds; 2) implementation
of programs within the RMPS; and 3) inclusion of a research component in the
program proposal, thereby emsuring potential sponsors some tangible results

from the funds granted (21) (34).

Promotion and publicity for continuing education in pharmacy have
utilized the well established methods of direct mailing, professional associ-
ation bulletins, calendars, newspapers, and professional journals (27). The

University of Wiscansiﬁ department is one exce tion as it publishes a special

periodical which includes, in addition to current course offerings, papers
from university programs as well as articles aﬁd reports from journals which
are not always available to practitioners (36)-.

An interesting technique that combines promotion with program plénning
is reported in use at the University of Colorado. White (38) noted:

1. A list of "proposed seminar tcpiﬁs" is gsent to the students
through their association. The participants indicate in
which topics they are interested. They also indicate which
night and what time schedule they prefer.

2. These are returned to the Eghunl of pharmacy, and a seminar
schedule is made up.

3. Students are registered for the seminar by the Bureau, and fees
are collected,.,.The Bureau also makes expense payments to the
school and to individuals. J

-4, Outlines for each session are prepared by the faculty member

in charge ﬂf the evening zlass and these are made available to

5. At the last sess
s ;aﬂd attendance ce rtifie es are’ pteaenteﬂ tn the studen;s (38)

ion the udenta make an evaluatinn ‘of the seminar,
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SOME SAMPLE PROGRAMS

While continuing education in pharmacy is reported using a wide
variety of methods and techniques, the typical program is said to be a
conference, institute, or short course, all three of which consist of a
series of lectures either on a wide variety of subjects or focussing on
several aspects of a single theme (32) (14) (6). Of the few programs

mentioned in the literature, the following examples illustrate the more

innovative approaches currently in use in continuing pharmaceutical education.

Regional Programs:

The Kansas Seﬁgﬁlraf;Phafmagy has been conducting statewide circuit
type E;BEEEE for many years. At present, four such programs are being offered
in four places throughout the state, with the specific location varyi ng for
each circuit. in=thié way more rural pharmacists are able to participate in
planned programs of cgntinu;ng education (38).

For the past savaralryears the American Society of Hospital Pharmacists
(ASHP) has been sponsoring a centrally planned, regionally implemented eight
to ten week preceptorship pragram,designéd to orlentate cgmmuﬁity pharmacists

to institutional ptagtiae_ Organized on an intermittent basis one half to one

“participated in the pragram.

Hasgrﬁedig:

As part of the university 8 Extansiﬁn service, the phafmaty pfggram
at the University of His:ansin is using teleleetures. The first geries of suﬂh' )

lectures was ﬂffered in Msrch gnd Apfil 1966 snd attrneted 180 viewers fﬁf -
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each program. An evaluation of this series revealed an overwhelmingly favour=-
able response; consequently, in May 1966 a second series was offered on
Institutional Pharmacy,utilizing a wide variety of speakers, including a nurse

role in the administration of medicatiens. A

who discussed the nurse'
questionnaire survey revealed that this program was regarded as excellent by
the majority of respondents. Telele ureg reach 47 locations throughout the
State of Wisconsin and have attracted an enthusilastic response.

Thr"ﬁllgge of pharmacy at the University of Minnesota has been using
closed cifguit televigsion with direct feedback by telephone si 1967. The

initial program, PT resented to three areas on three successive Monday evenings,

attracted an interested audience so the project was extended. Subsequent
programs have used pre-taped lectures but with the lecturer present in the

studio for the question and answer period. In 1968, Hodapp (20) reported
that the audience was made up of physiciana, pharmacists, drug cﬁmﬁény repre-
sentatives, and nurses. Comments from partigipants disclosed that the inter-

disciplinary mix was felt to be a valuable leafning experience. One

questionnaire evaluation revealed that while 52 percent of the pharmacist

raapanﬂe ts thought the subject was covered in praper dépth 75 percent of the
nurses fel it was covered in too much depth. |
Other states fgpérted using television include New York, North and

South Dakota, Indiana, and Oklahoma (7).

- The highly Eﬁecessfui correapondence course designed
St. Louis College of Pharmagy are Eaid to have piloneered the use of correspon-
dence as an iﬂstruetiagal méthad in cantiﬂuiﬂg pharmaceutical education (27)i

A ‘number af ;alieges arerrgpq:;edvaffefigg EﬁtfégpﬂgﬁEﬁEE'gggtﬁgﬁ_(9), aﬁﬂ.,




these appear to be widely used both by course sponsors as adjuncts to short
courses and by practitioners as a method of independent study (4).

More recently, programmed instruction is making its way into pharma-
ceutical continuing education. North Eastern University in Boston, Massachuset

i8 reported developing self-contained units and experimental courses (28).

ISSUES AND TRENDS

A recurriug theme in the literature on Egntinuing pharmaceutical
education is the reported apathy or lack of motivation of practising pharmaci: s
to continue their professional education. The question of how to reach the
great pumber of practitioners who are presently not being reached hBE}bEéﬁ
widely discussed from many points of view.

A national survey cagduﬂtéd in 1965 of State pharmacy bﬂétds investi-
gated their authority to make continuing education a condition for practice.
Of the responding boards 36 felt that thaf were not so empgﬁeréd, 9 felt they
were, and 7 were uncertain (11). Since that étudy, at least two states have
made participation iﬂacantiﬁuing adueatiaé!mandatary (8), and in 1968, the
Gﬂmmitteé on Continuation Studies recommended that a study be undertaken to
determine the feasiﬁility of making continuing education mandatory on a
natiaﬁal basis (37). Because there are as many valid arguments for as agalnst
such a pfﬁpésal, pharmacy remains divided on the issue (26). At the same
time, paralleling the increased pressure from governments to makerperiﬁdig
VfE*liEEﬁsufé-Ef'héalth professionals compulsory, most of the pharmacy colleges
and professional gssgeiatinns-are pfesépﬁly teég*sessing:their continuing

~ education role aﬁgraetivities in-éhg'gieidg:
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CHAPTER XVIII

SUMMARY

The most significant development in the pharmacy profession in the
past decade has been a change in the role of the pharmacist. With the transfer
of drug production from tﬁe local pharmacy to an igéuscrial establishment,
the traditional role of the pharmacist as a compounder of drugs is rapidly
disappearing. In its place is emerging é new role that places the pharmacist
as the drug expert on the health care team. This emerging reole is not
completely recognized or accepted by the profession because it demands know-
ledge and skills of a different sort than that with which the pharmacist has
been equipped iﬁ-hiﬁ pre?prafeséiﬁnal education. ig assume a8 new role, then,
pharmacists must acquire new and different knowledge through gantinuing
education.

Neither individugl pharmacists nor. their institutions or associations
have long considered continuing education to be a matter of importance. Con~
sequently, there has been little done to provide programs for the further
education of the profession. The lack of interest and concern in continuing
education is amply illustrated by the-paucity of literature on the subject
as well as the almost total absence of any relevant research about continuing
education in pharmacy. The Ec§nty literétﬁrg that has Eégn prgdueed’isrtga
ﬂebﬁiaus and in:anéistent taxallaw,féf any very reiiable description of
ﬁtagfams, administratien, or partigipgtign in :ﬂntinuing education.

| Only a;verj Emallfperaentégé Qf'thg pgmbefs.af'tﬁé_'ptﬁfégsian parti-

- cipate regularly in planned ??ﬁétﬂmﬂfﬁfféégtipﬁiﬂg’édQ§g§i§n?:”T§is results -
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from both individual and professional factors. Individuals are deterred
from participation by the loss in salary entalled as a result of being away
from work and those who are entrgpfe;éurs face the pfgblem of securing a
legally qualified person to substitute for them in their pharmacy.

The profession, through its assoclations and the schools of pharmacy,

ntinuing education. This

o

has failed to provide adequate opportunities for c

failure stems largely from a lack of interest in and concern for the continuing

Q

education of the profession. Add to these a lack of knﬁwledgé about how t
provide educational opportunities and a lack of fundamental knowledge derived

from research about the profession and its need for or acceptance of continuing

education. As this review has shown, when the associations and the schools
work together to provide educational opportunities, the response is enhanced

o they need to become more deeply committed and involved.

1]

The drug industry has pravided suppgrt for research and pétiﬁéﬂtati n
in continuing education for other of the health professions but there is little
evidence that it has donme so for its own professional group. Ihis_may well

be due to their not having been pressed to do so by the pharmacy profession.

University schools of pharmacy have the greatest stake in continuing
_ education for the profession since education in pharmaﬂy is their sole razison

d'8tre. Although they have been involved to some extent in continuing education
this appears Eé have cccurrei with some reluctance and certainly without
zreativa leaderghip. Tha university schools of pharmagy have done virtually
no raseﬁfch to pravidg a basis for . pfngrams and Euch that has béénrdﬂﬁé
- suggests that Eﬂntinuiﬁgréﬂ”i ation has made ‘but a migimal impact upon the

 _§raétice3Qf pharmacy because the knﬁwledga Esséntiai to fuﬂgtianal progran .

1_pl,ﬂﬂiﬂgrhés*p,tfﬁggn quired thrgugh :eseareh. As the rale of the -
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pharmacist changes, so must the form, gantent; and duration of education in
pharmacy. In the literature reviewed there was no evidence to indicate an
awareness of this in the schools.

0f the several health professions, pharmacy is the most backward with
ra2spect to continuing education. The fr@fessiaﬂ must be aroused to the need

for it to ensure the survival of pharmacy as a profession.
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CHAPTER XVIII

Continuing education in the four major health professions has

become a matter of growing concern that somewhat belatedly follows

=
i

the need to keep abreast of expanding knowledge and the demand for

etter health care. Among these four professions studied, medicine

-

18 far in the lead with respegt to the quantity of Educatianal activ-
ities available to the members of that prafessiﬁn_ It is followed in
turn by nursing, dentistry, and pharmacy in that order. Each of Ehesg

fields has apﬁraaehéd continuing education differently with respect to

the acceptance éf the need for education, the fescufﬁ es committed to
it, and the kinds of lea;ning actilvities prnvideds

In none of the prgfesgiang is there evidence of a real com-
mitment to continuous leafning by its members nor is there én? suba
isﬁaﬁtial evidence of a fealrundafstandiné of the edugatiaﬁal process.
The aetivities méde avéilab.’ tend to be too few in number to meet
the need,tca baﬂly digtributed tﬁ be generally available, aﬁd too
p 'fly planngd and cnnducte& ta insu:r th t ;§af§iﬁg;§ags7iﬁ_fééf._
occur.. ;Héﬂiﬁiﬁe_haEIEﬂnEiEtéﬁtl?'Eﬂmmittéd'pfﬁpﬁfﬁiﬁnaﬁéi?jﬁﬂfé raér”“
7 €§;£2§5 tn cantiﬁuing géucatiﬁﬂ than havg the nther health prafessinns

“ hut nursing appears Eé{bé,mgrg EE”SitiVé ta thé Educatianal pracégs.

I as it applies ta gantiﬂuing éduéatian ﬁrag:ams.; Furthermﬁ:e,'there ;i
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PARTICIPATION

Studies of partiéipati@n inrcantinuing education activities
iﬂdieaté that the members of the several professions are not deeply
eémmi ted to 1earning in order t@ maintain thelr professional know=
lédgé an&fékill; Participation rates vary amnﬂg the fnur professions
and within each. The ﬁariatién w;thin a profession appgars to be
frrgigtéé to ﬁhé degree af'séecializatinnuf the mEQEEfs- On the whﬂlé,

-VEhE,EEtE Ef participatian falis shcrtiéf that considered essential by

Individual pattigipat;cn iu continuing education is a matter.
’j-af‘the éttituderand mativaéiﬁn‘af the individual as well as the rele-
 vagc?’§f7;he prégtéﬁs.évailable.- o
Attitudes:
fhé formal school éxpériéngé of adfi develop attitudes about
'1éarning thatrtended to becamera barriéf to purticipatian 1n gqntiﬂuing |

B EﬂUEEEiGﬂ- The narmal pattern of Echeﬁliﬂg is designed to’ terminate

 1 ;at varinus Pﬂings cummensurate with an individual'a 1ifé Sﬂﬂlg ﬂﬁd

fi  vacatiauai exp i ons. AE a rasult, individusls dn nnt recagnise

ar’aggept the idea ﬁhat edueatian mustl2§nt1nué'thraughaut life in

‘ —1g:der tﬁ maintain some reasanable adjustment ﬁith’a'fapidlﬁ chgngingf 
B 3wnr1d. o IR ‘ o o
) | The health praféssiaus reinfarce and iﬁ faéE;JégeenEﬁate Ehis

,;;terminal Eﬁ“cgpt ﬂf Edugatiﬂﬂ b? the WE?E in Whigh the P:afeasi@na 3:3_ 7 

71'*§termina1 pnint in edﬁf; }.f'



ucation for many membérs althaugh those with highgr expe Eiﬂnsrmay
set new terminal points. in certain specializations or for specific
positions in the profession. Thus, EBE attitude that educuation is
'termiﬁal is reinforced to the point where it mitigates Egaiﬂét'pafti§=
ipation in education continuously.

- The prevelance of this coneépt of education has plagued adult
education as Kidd notes:

Thig terminal EﬂﬁéEpﬁ has lnong stood in ﬂppasitinn to the more

creative idea that education is inherently an 'open-ended'pro-

cess which can never be definitely camplete as long as life

‘lasts; and that wherever on the ladder one's schooling may have

'términate&', there still remains an as .yet unused capacity for

mental and spiritual growth. The need and the capacity for

education not only continues ‘throughout life but actually in-
creases as the individual matures, provided that the- capacity
to learn is persisten;ly éxerciaed.. '

Prior achaal:experiegges have alsa_tendéd'tﬂ develop figid and
regtrictivé.attitudes about the ﬁature ‘and fcrm of education and'legrﬁing.'
From elementary Echﬂcl through university, Educatinn has been structured
in: EEt patterns cf gaurses, elassgs,'and subjects in which the learner

has been invalved only. passively with emphasia on the a*q uisition in

infarmatLgn¢: Cansequently, aetivities are fEJEQtEd if they fall cutsidé

5

',_'thé rangé of traditicnal scheal experienges bécause individuals have

N nat 1earﬂéd hnw tc 1earn-' Bnth thDEE wha plan pragfams faf :antinuiﬂg
,ﬂ: tian as- well gs patential partieipants are inhibited by these restrigsf

rtive cancepta abcut éducatien.

ngativatign.vi,iﬁ
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' 5!§3 thg fgct thaz féw individuala are’ capable af ide,

il;ifﬁr léafning_éctﬁréféiyfiﬂ?fun iiﬁhai
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‘tends to restrict or reduce the motivation to participate so that only

those motivated by personal s atisfaction are apt to partieipate in

-eached their terminal educatigﬁal

H

further education after they have 1
ﬁbjective.
The growing interest in limited licensure in the health pro~-

fessions is thought to be an incentive for increased participation

- in continuing edﬁéatigng_ This does little more thén set recurrent

 terminal points that will undoubtedly motivate individuals to partic-

ipate_in programs. _Thus,,wbile it may increase attendance, limited

licensure cannot automat tically produce the learning that will lead to

improved practicé.

An 1ndividual may be motivated to attenﬂ a continuing ed-

-ucation prﬁgfam bécausé af limited 1igensure, but the metivatian to

- engage’ in 1earning will develap anly if thé iﬁdividual fgéls the need‘

to lealﬂ and experiencés the satisfaetiﬁ,r égulting from suzcessful

1garning. Thus, the paftiéipaticn in educatian essential to impraved

pfagtice wil ‘occur only through good learning Expéfiéiéési

Participation is influenced by an iﬁdividuél 's perception of

rrhis néed fﬁfrléafﬂiﬁg'sa that hg will be mare apt ta attend thgsg
.'”ractivities that appear tc be r ,E ed tD his needs End intr, sts. Thei‘

”fVachiéVE t f‘ggléi:ﬂ 13, therefare, crueial but it is inhihited

"ifying their nEEd ~f”




'T,Tis ually reazhed.r It alsﬁ sugge;

" ures féf agséssing the need for 1eafning- The health pfﬁfessians havé.

not yet &iSEQ?éIEd satisfaetgfy wéys Qf'dét§fm1ning needs. Attempts to

do so ﬁhrggghrsélfééssgssmént inventories succeed iﬁ hélping to identify

 information deficiencles but these are not necessarily the ﬁgal learning
needs. Such inventories operate on the assumptign-ﬁhat knéwing leads
automatically to dﬂiﬂg but this is the ﬁnst persistent fallacy in éducaa
.ian. Thus, the identifieatian of infarmatiaﬁ ﬂEfiEiEﬁEiEE does not

ﬁer ess arily apply to the real learning needs zelated to PIELtiEE.

The SEVEEal héalth prﬁfessiﬂns have achieved little with respect . .
to understanding and Eclving the piablem of participatinn_ Since the
prablem of pafticipatign in zanciﬁuing gducatian is 8o stfnngly influ-
enceﬁ hy attitudes tDWEfd educatinn, the baaic solution to the prablem
o will requite a majcr ghange in prE‘pIDfEEEiDﬂal Edugatiﬂn programs and
in the strugtuie gf Ehe=prafessicn§ ta Establish the gancepz afreentinu—r

o ity 1n 1Eafning as a. Eubatitute far the pregent natigg that education.is o

términal.

o '?3@%

The principal abjeetiva Df cantinuing Edugstiﬂn in the hgalth pra—l
‘;féssiens ig the aghievement Qf Lhe learning aeeded tﬂ imprave pgtient EEEE.V :f’

'#'The literatufé reviewed here presénts gﬁant evidénce that this ﬁbjectiva

L8 thaﬁ cettain miseanGEPEia“E gbgut ;71;"7

”i fEducag1an may be at the raﬁt §f¥
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Planning:

some creativity in develeping educatinnal activitias ‘suited to their
particular populations but thase have been more the exﬁepti@n than

 thg norm. Most of the programs reported in the literature have adhered
ta the traditional patterns chatagteristic of schooling agd the spécific
‘nbjeetiveg -are rarely identifie Wh’thlf ’;fied specifically‘ér not,
the nbjegtives have been almost éxclﬁsively related to the acquisition |
of information. It is apparent,that thérésis little awareness of the
impgrtance Qf identifying ijegﬁivégﬂas the first gtép.in program
Pianning, Céﬁéééuently, most of the pragrams reported atfempted to

' cover to 0o much material in the time available, were not directed to-
ﬁa:d a c;early.identifiédrend, and_cauld not bE'evaluated meaningfullyi
‘Gn;y by ﬂstablishing precise and uncampl_ abjegtives is it pnssible -
'tg plan useful prggrams, EElEEt cnntgnt, éhﬁﬂsé app:upfiaté instructiéﬁ—r.

' al techniques, andrmeasgré the EEhiEVEméﬁt gf,lgarning-

truction: .

i,

'>H3’rly ll af thé pragfams discugsed in ghg literatufe used
:inatructiﬁ al precassas that are effeetive primarily for thE diffusion |

“of infgrmaticﬁ with the lecturé heing the mnat frequently used technique.

f,'legting instrustianal teehniquea Ea fit thg pragram abjectives and the B

?amaté?ial te be learned.x Furthermare, thgre was little indizatinn that -




Tﬁvagcsﬁplisﬁ learniﬁg effaﬁﬁi?ely and efficiently it 1s nec-
Vesaafy to manage léafﬂiﬂga This involves the sélectién and aftangemént
of a sequence of events which the learner must be guided through and
prﬁvided EEGﬁledge of the results of his efforts. This'guidangg gf
Vléarning is the responsibility of the instructor wﬁa.must have knowledge
about the canditigns affectiﬁg lea 'ni ng and the ability to plan the se-

quence of events thraugh which Jearning pcgurs. This management function

appears to be one of the weakest aspe tS of continuing education in the

health professions

RESEARCH

Most of the published material about continuing educatién in |

the health professions is exha:éatiﬁe. N@ne of thé praféséiﬂns have

produ g'd any 8 ubstantial bedy af rgsearch uséful in dEVEleing thig
aépect of fh, f s, Medicine has praduzed the 1"_3332 vglume of
'1itéfatﬁre éﬁd pharmacy the 1eaat._ o __:__  __ -

Althﬁugh each profession has certain unique charac;eristigs'

. that make it necessary to ;@ﬁduct?spééifig Trese atch there is much

o that is common to all of the héalt pr f 88 iana and to. all adult ed-

'ucaﬁign;A Becausé gf;thig, ;: if,:;feééiﬁﬁ§1 £es argh in egntinuing ‘,x

 edueéti§ﬁ would be iéfa'ecﬁﬁamiégi'as well as bénefigial to- all of the
1“p§9fés iQnS;' There is little Evidence in the 11 .uf’vtg inaieate
‘“‘that the prnfgssians knaw ar have used relevant feseatch abaut adult

the prafessi@n




concentrate on its own unique questions.

' Most  of the research literature is descriptive in that it re-
ports programs and procedures used in ﬁfavidiﬁg opportunities for con-
_tinging education for a péttigulaf ?apﬁiééiaﬁ. This ié mBét ugeful for

the gEﬁEfEi Epféad.§f innovative p ogram ldeas but it contributes little
to the advancement af knewledga. Such reports can be enhanced bf more
campléta iﬁfarmatinn abuut Dbjéctives, instructiﬂn, the characterisﬁics
"af tbe pgpulatiun,raﬁd simila: data to permit an anal is of the pfﬂﬁ
gram and the resultg azhievedi.
Thékéurvey ﬁéth@d Easrbeen pfedaﬁinant in the studies reviewed.
In most cases, this has Suffergd-ffaﬁ ;nadequatg;sémpling pracéﬁureg
ani'cgﬁtrglsralang with incomplete data pfﬁceésing; As a result, the
ifindings éfé nét necéssérilyivéii&'éf reliabiei ganséquéntly'the Eaéic'
| data néeded tn plan and canduct céﬁtinuing Educatian aﬂtivities f@f the
several prefessiu 15 nat yet available.
Very littlé analytigal reggarch thatrteats relevant hypnthéses

_ §f-§ eks- to-answer crueial questiana haa been éane.i Aa this kind of

";'régearch ingreases it wili acgalérate the aecumulatiﬁn of suhstantiVE

ff;kﬂawledge'abagtvﬁ@gtinuingjeducatipn in the Seve:al health Ptafessiﬁnséf

copa

Althﬂngh i r iew nf the literature iﬂdica tes that tﬁe?g iéitj 

'1little room: fgr eamplaﬁenc  abaut Eantiﬂuiﬁg Educﬂtinn in the,seﬁéfélvﬁ"“%h




The design aﬁd cﬁnduct of educational activitieg for adults is itaelf"

~a specialized body ﬂf kngwledge and skill cnmparable to that fequirad

to practiLE in any of the health pr ofessions discussed here. It is
unusual indeed to find individuals equally equipped for a health pro-
fession and for adult educatiaﬁ;. That this must eventually come to

inevitabla. Thug, the initiatiﬁn of impravemgnts in eaﬂtinuing

"

pas

education for the health pEQfEEEiQﬁS must bé?iﬂ with the develnpment nf

pEfEﬂnﬂel within each prcfeasian far whgm adult educatian iE an areg af
speciglisati@n equal t@ thcse nﬁw,genEfally fEEﬁgﬂiSEdiEnd aeceptgd by
the Préfegsiags.', R -rrrgeff |
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